ANNUAL MEETING 
ROYAL ALEXANDRA HOTEL 
WINNIPEG, SEPT. 10-11-12 


September 
IN AFFILIATION WITH 1 ] 3 4 
THE CANADIAN MEDICAL ASSOCIATION Vol. XIV., No. 9 


THE BRITISH MEDICAL ASSOCIATION 


toba 


In Gastric Fermentation 


Carozyme 
HARTZ 
quickly relieves the distressing symptoms. 


Composed of vegetable enzymes, Carozyme exerts its pro- 
teolytic action in both stomach and intestines. 


Active in acid, alkaline or neutral media, it is an excellent 
vehicle for drugs which have a tendency to derange the digestive 


function. 


Efficient in the treatment of chronic dyspepsia, gastritis and 
other disorders of the digestive system. 


Write for clinical sample. 


The J. F. Hartz Co. Limited 


Pharmaceutical Manufacturers 
TORONTO MONTREAL 


H. E. Sevvers, Pres. C. E. Granam, Secy.-Treas. 


Melady, Sellers Co. 


LIMITED 


ANNOUNCE 


the Opening of a 


BOND DEPARTMENT 


Dealing in All Listed 
and Unlisted Bonds 


at 


834 Grain Exchange - Telephone 96 478 


W. E. Gower, Manager M. J. Lone, Ass’t Manager. 


Tue Manrrosa Mepicat Association REVIEW 


1 


Manitoba Medical 


Association 


EXECUTIVE 
President 

Dr. J. C. MeMillan________- Winnipeg 
First Vice-President 

Dr. G.. W.. Dauphin 
Second Vice-President 

Dr. W. W. Musgrove_____Winnipeg 
Honorary Secretary 

Dr. F. W. Jackson___....... Winnipeg 
Honorary Treasurer 

Dr. F. G. McGuinness___.Winnipeg 
Retiring President 

Dr. A. F. Menszies.___._____ Morden 


MEMBERS ELECTED 
AT LARGE 
Dr. W. J. Brandon 
(Term Expires 1934) 


Dr. A. G. Meindl__________. Winnipeg 
(Term Expires 1934) 


Dr. E. D. Hudson___________.. Hamiota 
(Term Expires 1935) 


Dr. J. S. McInnes________ Winnipeg 


(Term Expires 1935) 


(Term Expires 1936) 


Dr. F. A. Winnipeg 
(Term Expires 1936) 


REPRESENTATIVES OF 
DISTRICT SOCIETIES 


Cairn. Dr. W. H. Clark 
Southern._.Dr: E. K. Cunningham 
Brandon________. Dr. T. A. Pincock 


North-Western_______. Dr. R. F. Yule 
Winnipeg Medical_Dr. R. R. Swan 
Northern_______- Dr. G. D. Shortreed 
Border Medical_Dr. W. O. Henry 


REPRESENTATIVES OF 


Cc. P. & OF 
MANITOBA 
Dr. H. O. McDiarmid Brandon 
Dr. J. R. Davidson ______. Winnipeg 


Dr. C. A. MacKenzie __..Winnipeg 


REPRESENTATIVE ON 
C.M.A. EXECUTIVE 
COMMITTEE 


Dr. J. D. Adamson _________- Winnipeg 


Quality Flowers 


Victor L. Scott 
Phone 87 971 - 80 887 
311 DONALD STREET 


[ DILAXOL 


(E. B. S.) 


A soothing antacid, corrective, protective and digestant | 
indicated in treatment of Gastritis, Gastric or Duodenal 
Uleer, Hyperacidity, Nausea, Flatulence, Infantile Indi- 
gestion, Indigestion accompanied by Chronic Constipation, 
Vomiting of Pregnancy, Gastric Fermentation and other 
Digestive Derangements. An excellent mild laxative for 
infants and children. 


~--~ 


FORMULA: DOSE: 

Each fluid ounce contains: z 

Bismuth Salicylate ...... 4 ors. One to two fluid drachms. Dil- 
Pancreatin ...........-.. 2 ors. axol should be used freely in 
PN oe 1 gr. the treatment of Gastric or 
Magnesium ........... 1 drachm Duodenal Ulcer. 


Dilaxol, Powder form, is supplied in convenient dispens- 
ing tins with detachable labels, and bearing no adver- 
tising. Sample of either or both on request. 


The E. B. Shuttleworth Chemical Co., Ltd. 


MANUFACTURING CHEMISTS 
898 St. Clair Avenue, West TORONTO, 10, Canada 
Prompt attention to Mail Orders 


Representative stocks of E. B. S. products carried by 


Campbell & Hyman, Limited, 262 Edmonton Street, 3 
Winnipeg, Manitoba. 


Your wife may be reluctant to 
discuss with you arrangements 
for her financial protection in 
case of your death. That is 
natural. Yet you owe her that 
protection. It comes from a 
competent executor appointed 
by a properly drawn will. See us 
today about acting as your 
executor. 


The Trust Company sees it 
through. 


NATIONAL "[TRusT COMPANY 


LIMITED 


Capital and Reserve Assets under Administration 
$6,000,000 $274,000,000 | 


NATIONAL TRUST BUILDING 
250 Portage Avenue 


Winnipeg | 


| 
| 
| 
| 
| 
| 
| 
On gunn? 


The sewing “circle sage 


can't take 


W HEN you prescribe Evaporated 
Milk for infant feeding, the mother 
needs your advice to guide her choice 
of brand and quality. Lacking your 
guidance, she may make her selec- 
tion of milk upon the advice of a 
sewing circle sage. 

You know what standards of qual- 
ity you desire in the Evaporated 
Milk you prescribe. But the kind 
lady in the sewing circle may not 
know what your standards are, and 
she may not recommend the brand 
you had in mind. 


Dorden’s 
ST. CHARLES 
MILK 


UNSWEETENED EVAPORATED 


your place! 


The physician will find that Bor- 
den’s St. Charles Evaporated Milk 
produced by The Borden Company 
meets his requirements as to quality, 
purity and freshness. Careful selec- 
tion of raw milk and rigid safe- 
guards throughout the process of 


manufacture guarantee the quality 
of Borden’s St. Charles Milk. 


Write for compact, simple infant 
feeding formulary and scientific lit- 
erature. Address The Borden Com- 
pany, Limited, 305 Confederation 
Life Bldg., Winnipeg. 


The Borden Company was the 
first to submit evaporated milk 
for acceptance by the Committee 
on Foods of the American Medical 
Association. Borden’s was the 
first evaporated milk to receive 
the seal of acceptance of this 
Committee. 


Tue Manrrosa MEpIcaL 


AssocIATION REVIEW 


Clinical Section 


MAMMARY CARCINOMA * 
By 
J. A. Gunn, C.B., O.B.E., B.A. (Man.), M.D. (Man.), 
F.R.C.S. (C.) 


Associate Professor of Clinical Surgery, 
University of Manitoba; 
Surgeon to the Winnipeg General Hospital 


FEW years ago anyone called on to discuss 

eancer of the breast naturally dealt with the 
subject from the standpoint of the advantages 
of early radical operation. This method of treat- 
ment was the only procedure that offered any 
hope of a cure and the plea, therefore, for early 
diagnosis and early operation formed the key- 
note of every address. 


Probably this should apply with equal force 
to any discussion taking place today, but now 
rightly or wrongly other factors have to be con- 
sidered. I suppose the diagnosis of carcinoma of 
the breast is rarely made without the questions 
at least passing through the doctor’s mind,—Shall 
I advise X-ray treatment in this ease? If so, 
shall I advise it pre-operatively or post-operative- 
ly or both? Shall I recommend the use of radium 
in some form? Shall I use radiation alone or in 
conjunction with surgery? 


Unfortunately these questions are by no 
means easily answered. 


There are, however, two types of cases that 
are regarded as inoperable from the beginning 
and in which some form of radiation should be 
used. 


(a) Inflammatory carcinoma occurring at any 
age. 


(b) A type of carcinoma occurring in young 
women, especially during pregnancy. This 
is of very rapid growth and is quite radio- 
sensitive. 


When we go beyond these two types of cases 
we find opinions very divided, and I would like 
to quote a few by way of illustration. 


In the September number of the American 
Journal of Cancer, Harrington of the Mayo Clinic, 
has a paper on ‘‘The Diagnosis and Treatment 
of Lesions of the Breast.’’ In this he reviews 
the cases treated at the Clinic between 1910 and 
1930. His conclusion in regard to post-operative 
X-ray treatment is that it is not a definite auxil- 
iary to surgical treatment. He thinks that it may 
be of value in some highly malignant cases, but 
that it is of no value in cases of low-grade 
malignancy. 


In the May, 1934, number of the New England 
Journal of Medicine, Simmons, Taylor and Wal- 


*Clinical Lecture read at the Manitoba =" College 
Post-Graduate Course, May, 1 


lace give a report on the cases of cancer of the 
breast treated in the Massachusetts General dur- 
ing the years 1924-25-26. In this they state that 
prophylactic radiation treatment as given in 
those years did not influence the results of treat- 
ment. 


Quick on the other hand is very much in 
favour of radiation. He very correctly points 
out that any statistical review dealing with the 
value of radiation in producing what are termed 
five year cures must of necessity be based on 
work which has become technically obsolete in 
the interim. Among his conclusions are,— 


1. Heretofore, irradiation has been limited 
almost entirely to post-operative treatment. Ref- 
erence is made to primary operable breast cancer 
exclusively. 


_ 2. Post-operative irradiation has improved 
the five-year curability results. 


3. The experience to date warrants advanc- 
ing the status of radiation therapy in this group 
of cancer. 


4, Pre-operative irradiation is probably of 
greater relative value than post-operative. 


5. In all cases of radical mastectomy, pre- 
operative and post-operative irradiation should 
be employed. 


6. While the ovarian hormone evidently ex- 
erts an influence on the development of some 
breast cancers, there is no substantial evidence 
to warrant castration by irradiation as a thera- 
peutic aid. 


7. As the sole means of treatment, irradia- 
tion is justifiable and undoubtedly preferable in 
certain cases. 


8. To consider irradiation alone the method 
of choice in all cases of this group is premature. 


9. Cases treated by radiation alone require 
biopsy not only for guidance in therapy but also 
to complete the record. 


10. Biopsy is safe if carefully done after 
preliminary irradiation. 


11. Of various methods of irradiation, prefer- 
ence has been given to X-rays for external ther- 
apy over wide areas and to gold seeds of radon 
for imprantation. 


12. X-rays occupy by far the major position 
in the radiation therapy of this group. 


13. The same degree of attention should be 
given to technical detail in radiation therapy as 
in surgery. 


Three methods of treatment are in vogue at 
the present time: (1) By surgical only, (2) By 
radiation only, (3) A combination of these two 
methods. 
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There is considerable difference of opinions at 
the present time as to which is the correct pro- 
cedure. As Cheattle well states: ‘‘The whole 
manangement of a presumably operable carcin- 
oma is rendered exceedingly difficult and contro- 
versial by the advent of X-rays and radium as 
means of treatment. The difficulty and con- 
troversy is at the moment accentuated by the 
prevailing and justified uncertainty concerning 
the suecess of X-rays and radium in the treat- 
ment of mammary carcinoma.”’ 


There is considerable evidence in favour of 
the value of pre-operative radiation. On purely 
theoretical grounds the procedure seems logical. 
Partial devitalization of the more resistant tum- 
our cells and complete destruction of the more 
radio-sensitive types can be observed in radiated 
breasts removed by operation. Nevertheless, 
there is a wide divergence of views on the sub- 
ject and the question is by no means settled. 
The same may be said of post-operative treat- 
ment, but the weight of evidence favours the use 
of prophylactic post-operative radiation in small 
moderate repeated doses. 


I would now like to refer briefly to the use 
of radium in breast carcinomata and to those of 
you who are specially interested in the subject 
I would commend the article in the January, 
1931, number of the B. J. of S. by Geoffry Key- 
nes, of St. Bartholomew’s Hospital, London. He 
began using radium in cancer of the breast in 
1922, limiting its use in his first series of cases 
to patients with recurrences. His results were so 
satisfactory that in 1924 he extended its use to 
primary carcinomata, but limiting its use to 
patients whose tumours were regarded as inoper- 
able. The results obtained were so favourable 
that in 1926 he further extended its use to oper- 
able cases. He now reports a series of 171 cases 
of primary carcinoma of the breast treated with 
radium and it can now be said without exaggera- 
tion that the results to date seem full of hope. 
Time alone can decide its ultimate value. In 
this connection Sampson Handley makes the 
following interesting statement,— 


‘‘T regard the use of radium alone, as a sub- 
stitute for operation, as occupying a_ hopeful 
position, and I now offer patients the choice be- 
tween operation (with radium) and treatment by 
radium alone after the Keynes method. At the 
same time I tell them that if they have the 
gambling instinct they will probably prefer the 
radium alone, ‘although its results have not vet 
been fully tested.’’ 


If time shows radium treatment to be as 
efficient as is hoped, it possesses many very 
obvious advantages, such as: (1) Anesthesia is 
simplified. (2) Severity of operation and conse. 
quent shock are minimized. (3) There is no 
mutilation. (4) There is no chance of oedema 
of the arm as a sequel to the operation. 


About two years ago a well known physician 
referred to me a case which was obviously one 
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of carcinoma of the breast. In discussing the 
treatment he made the statement that he under- 
stood that radical removal of the breast was no 
longer being done. I tried to persuade him that 
no other form of treatment had yet been devised 
to take its place and although he appeared to 
agree with me, at least in so far as the case we 
were considering was concerned, I heard him 
make a similar statement within the past few 
months. This prompted me to a more careful 
review of the literature to find out if there could 
be any justification for his having arrived at 
that conclusion, and I find that Dean Lewis in 
a recent article on cancer of the breast has very 
well summed up what seems to be the concensus 
of the best opinions in the following words,— 
‘‘Hence it follows that, regardless of the exten- 
siveness of the disease, so long as it remains con- 
fined within possible operative limits, it is in- 
cumbent on the surgeon to perform the most 
radical and meticulous operative procedure.’’ 


In advising such a procedure one should have 
some idea of what results may be expected. It 
may be open to question whether or not a patient 
is ever completely cured, but it is a well estab- 
lished fact that a large number of patients are 
free from clinical cancer for a varying number 
of years after operation. The term ‘‘five-year 
eure,’’ though not strictly accurate, is in com- 
mon use and is very convenient. Statistics from 
the best known clinics give the number of ‘‘five- 
year cures’’ as varying between 32 and 39 per 
cent., and one author states it as his belief that 
any reports giving a higher percentage of cures 
are to be looked on with suspicion. In other 
words one cannot expect, in the present state of 
our knowledge, to accomplish a clinical cure 
more than one patient in every three. This is 
a vast improvement on the results achieved be- 
fore the introduction of what is now generally 
known as a Halstead operation, but it is still 
far from satisfactory. 


Harrington, in the article quoted above, 
makes the statement that no marked progress 
has been made in instituting early surgical treat- 
ment. 


Carcinoma of the breast is accessible, the 
organ can be handled and examined in several 
different ways and yet those who see much breast 
surgery know that many of the cases are inoper- 
able when first brought to surgery. 


This, in spite of all the so-called education 
of the public that has been carried out for many 
years. The conclusion must be that the methods 
of education are defective or there is behind this 
whole problem some element over which we have 
no control. Adair, of the Memorial Hospital, 


strongly urges that every woman should be 
educated not only to palpate her own breasts 
oceasionally for the presence of a lump, but 
should be told to seek out her physician immedi- 
ately she finds one. 
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This will no doubt bring many patients 
earlier for treatment, but the fact remains that 
the greatest obstacle today in the cure of breast 
eancer is not the inability of the medical pro- 
fession to establish a working clinical diagnosis 
or to effect a cure, as it is that patients neglect 
to see their physicians even after they know that 
a lump is present. The reason for that neglect 
is fear. Most women know that after a certain 
age all tumours found in the breast are quite 
likely to be cancerous. Many are afraid to have 
this dreadful suspicion confirmed and others are 
so convinced of the hopelessness of the condi- 
tion that they say nothing about it until it is too 
late. Hence, I think it is extremely important 
that in the educational propaganda every means 
possible should be used to establish in the minds 
of the public, and in the profession as well, that 
a cure can be expected in the vast majority of 
eases if treated early, and this by means of an 
operation which is practically never fatal. 


There is another element involved in early 
diagnosis which must not be overlooked, but 
which should be possible of elimination, that is, 
ignorance or carelessness on the part of the 
profession. 


From a surgical standpoint the most import- 
ant lesions of the breast are those in which a 
definite diagnosis cannot be made, clinically, and 
in which the question arises as to whether it is 
best to keep the patient under observation or to 
treat the condition surgically. In all cases in 
which there is a single, localized tumour, without 
definite clinical signs of malignant disesae, the 
only safe course to follow is the surgical re- 
moval of the tumour and microscopic examina- 
tion. The tumour should be removed by wide 
excision, well away from the limits of the 
growth and without trauma to the lesions. The 
microscopic examination should be made im- 
mediately and if the tumour proves malignant 
the operation should be completed as a radical 
amputation. 


There is a group of cases, however, which has 
given rise to a great deal of discussion and about 
which one may have reasonable doubt as to the 
advisability of performing a radical operation. 
These cases are known by many different names 
such as, chronic mastitis, chronic cystic mastitis, 
chronic interstital mastitis and so on. Some of 
these cases undoubtedly have a tendency to be- 
come malignant and if there is any means by 
which one can segregate the cases which are not 
potentially malignant, many breasts may be con- 
served. In Cheattles’ recent work these cases 
are classed as Desquamative Epithelial Hyper- 
plasias and he divides them into two groups, 
(1) Mazoplasia and (2) Cystiphorous Epithelial 
Hyperplasia. 


Mazoplasia he claims is almost universally 
present in some degree until the menopause, in 
normal breasts of all women who have borne 
In other words it is a physiological 


children. 


rather than a pathological condition. It possesses 
definite clinical signs and histological appear- 
ances. The outstanding clinical symptom is a 
diffuse aching pain over the whole breast. Ten- 
derness on palpation may be quite marked and 
the breast is usually more solid than normal. 
When there is not too much subcutaneous fat the 
surface is finely nodular. There is no retraction 
of the nipple and no discharge. There is no alter- 
ation in the normal contour of the breast. The 
condition is commonly associated with ovarian 
hypofunction. There is no tendency to malig- 
nancy and the treatment is non-surgical. In the 
other group the clinical picture, treatment and 
prognosis are quite different. The condition may 
occur as a single cyst, multiple cysts or as a 
localized nodularity. Single cysts or multiple 
separate cyst may usually be differentiated from 
solid tumors by means of transillumination. In 
cases of doubt it is permissible to insert a needle 
and draw off fluid if it is present. As a general 
rule, cysts containing clear fluid are not assoc- 
iated with malignant disease, but suspicion should 
be aroused if the contents of a cyst are in the 
slightest degree cloudy or contain blood or if 
the cyst wall is dense and bulky. Single cysts 
should be widely excised and submitted to a 
careful microscopical examination. Where there 
are multiple separate cysts the entire breast 
should be removed and carefully examined. In 
cases presenting localized nodularity due to early 
cystiphorous changes the prospect of malignancy 
being present is much greater and Cheattle re- 
commends that they be treated by radical opera- 
tion. He claims that 20 per cent. of all carci- 
nomata of the breat can be definitely stated to 
begin in these lesions. He, however, does not 
venture an opinion as to what percentage of 
them become malignant. 


Time will not permit of an elaborate descrip- 
tion of the symptoms, signs and diagnosis of 
cancer of the breast, but I would like to refer 
briefly to a few points. It is an unfortunate fact 
that carcinoma can make itself clinically obvious 
only by the extent and rate of its progress. The 
earliest changes are invisible and produce no 
clinical signs. In fat people particularly a carci- 
noma may be quite extensive before any signs 
are evident. The situation of the disease in the 
breast may also have a very definite bearing on 
its early recognition. For instance, if the lesion 
is superficial its extension to the surface occurs 
earlier and produces visible and tactile evidence 
of its presence. The skin becomes adherent and 
puckers at an early stage. If the lesion be situ- 
ated beneath the nipple it will cause early fixation 
and retraction of that structure and may give 
rise to early discharge from the nipple. Pain is 
the only subjective symptom and is frequently 
not elicited. Women suffer so frequently from 
pains in their breasts from natural causes that 
they often fail to discriminate between those that 
are new and important and those to which they 
are accustomed. Usually the patient notices a 
lump first and complains of pain afterwards, but 
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a complaint of a stabbing or lancinating pain at 
one spot in the breast, even, in the absence of a 
tumor should not be lightly regarded. 


The state of the nipple should be carefully 
observed. A gradually retracting or retracted 
nipple is a sign of the utmost importance when 
one can be satisfied that the condition is new and 
not one of congenital origin. It may rarely be 
caused by some infective process, but on the 
whole it is almost pathognomonic of carcinoma. 
The converse, however, is not necessarily true. 
Advanced carcinoma can exist without retraction 
or fixation of the nipple. 


Not infrequently one is consulted regarding a 
discharge of blood from the nipple. If a tumor 
is found on palpation the chances are that it is 
malignant and should be treated as such. But 
is often not accompanied by any clinical signs in 
the breast. In these cases the most frequent 
cause is a benign papillomatous growth. 


Puckering or fixation of the skin is a very 
important diagnostic sign. It can sometimes be 
demonstrated by raising the arms of the patient 
while in a standing or sitting position or probably 
better with the patient lying down with a pillow 
between the shoulders, by gently pushing the 
tumour, bearing part of the chest in different 
directions. Any method of demonstrating puck- 
ering of the skin by squeezing or pinching of 
the skin between the fingers is to be deprecated 
for the reason that it may disseminate the 
disease. 


Though the radical operation for removal of 
breast cancer has now become virtually standard- 
ized and bears the name of Halstead, the history 
of its development includes the names of many 
well known surgeons. 


Mr. Chas. Moore, of the Middlesex Hospital, 
writing in 1867, insisted that the growth with all 
its ramification must be removed in one piece, 
and must not be cut into or seen during the 
operation. He pointed out the necessity of re- 
moving the whole breast, skin, lymphatics, fat, 
pectoral muscle and axillary glands. He must, 
therefore, be regarded as the father of modern 
breast surgery. His teaching for some time met 
with strong opposition. 


Lister, writing in 1870, stated that for several 
years he had been practising a very free opera- 
tion, which included free removal of the skin, and 
ablation of the ‘pectoral fascia and axillary glands. 
The final acceptance of these principles, in Eng- 
land, was largely due to the pathological re- 
searches of Stiles and shortly after to the con- 
tributions of Gross and Halles. In 1894, Hal- 
stead published in the Annuals of Surgery a full 
and precise description of his operation, and gave 
a great impetus to the movement in favour of 
more radical treatment. He was the first to 
advocate removal of the sternal half of the pec- 
toral muscle in every case, and he insisted on 
removal of the breast and axillary tissues in one 


piece. He removed a wide area of skin and left 
the wound to heal by granulation. A few years 
later Sampson Handley enunciated his theory of 
the spread of cancer by lymphatic permeation 
and showed that the important structure involved 
in the spread was the deep fascia. He also 
showed that the disease did not spread to nearly 
as great an extent in the skin. The bearing of 
this on the operative procedure is important. He 
advocated the removal of a much smaller area 
of skin than Halstead did, but a wider area of 
deep fascia. This undoubtedly simplified the 
convalescence to a marked degree, but there is 
the danger that this too may be overdone. In 
recent review by Dean Lewis of all the breast 
cancers operated on in Johns Hopkins since 1889, 
he advocates a wider excision of the skin than 
has been customary even, at Hopkins where a 
Thiersch graft was usually necessary to procure 
an immediate closure. 


GRADING OF MALIGNANT TUMOURS 
WITH REFERENCE TO TREATMENT.* 


By 


A. W. S. Hay, M.D. (Man.), F.R.C.S. (Edin.) 
Winnipeg 


E are all familiar with the fact that some 

tumours grow rapidly, disseminate early, and 
in a very few months destroy the life of the 
patient. One of the most striking examples of 
this rapidly fatal type encountered in our prac- 
tise is the case of a woman of twenty-six, who 
had an emergency appendectomy for acute mid- 
abdominal pain. Her symptoms continued, and 
three months later, when we first saw her, she 
was dying of carcinoma of the stomach with 
wide spread metastases. On the other hand we 
saw recently a patient who has had proven carci- 
noma of both breasts for twelve years. She has 
now widespread nodules scattered in the skin 
from the elavicles down to the umbilicus, and 
yet feels perfectly well and is able to lead an 
active useful life. Case 1 is an example of a 
grade four malignancy. Case 2 represents the 
other extreme and would be classed as a grade 1 
malignancy. There are many variations between 
these two extremes, but for practical purposes 
all malignant tumours are classed in four groups, 
called grade 1, 2, 3, and 4, depending on a 
number of eriteria which will be discussed 
briefly. 


Grading is based on the presence or absence 
of differentiation in the cells of the tumour. By 
that is meant their resemblance, or lack of re- 
semblance to normal tissues in the size and shape 
of the cells, in evidences of functional activity, 
and in the formation of distinct morphological 
layers. Epidermal cells have two functions, 
growth and protection of the underlying tissues; 
glandular cells have two functions, growth and 


*Clinical Lecture read at the Manitoba Medical College 
Post-Graduate Course, May, 1934 
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secretion. The more prominent the growth 
function the higher the grade, the more promin- 
ent the secretory or protective function in the 
cells of the tumour, the lower the grade. Rate 
of growth as evidenced by the proportion of 
mitotie figures is another essential criterion and 
is probably just another evidence of the degree 
of differentiation. Cells showing lack of dif- 
ferentiation and rapidity of growth are said to 
be embryonal in type, because in both these re- 
spects they strongly resemble the rapidly-pro- 
liferating, undifferentiated cells of the embryo. 
Those tumours whose cells are least differentiated 
and most rapidly growing are graded 4. 


Grading influences especially the treatment of 
epitheliomata. For example, grade one and two 
epitheliomata of the lip or tongue are most suit- 
able for surgery, as they infiltrate slowly and 
metastasize late. They are also radio-resistant 
and although they can be destroyed by a cauter- 
izing dose of radiation, surgery will give quite 
as good a percentage of cures and probably better 
cosmetic results. Lymphatic gland involvement 
in grades one and two occurs slowly so that if 
no nodes are palpable the patient needs no more 
than to be kept under observation after the 
primary lesion has been cleared up. If nodes 
are palpable and operable a block dissection of 
the neck is indicated. There are, however, many 
cases in which the lymph nodes in the neck may 
be technically operable, but in which an extensive 
neck dissection may be contra-indicated for var- 
ious reasons. For example, old age, high blood 
pressure, chronic nephritis, chronic respiratory 
infection, and numerous other reasons may make 
it inadvisable to resort to surgery. In these 
cases the surgical exposure of the nodes, and in- 
terstitial implantation of radium, even though the 
lesions may be radio-resistant, is the method of 
choice. 


On the other hand, grades three and four 
lesions of epitheloima of the lip and tongue are 
rapidly growing lesions, which metastasize early, 
but which, fortunately, are very responsive to 
radiation therapy. Hence, of course, surgery 
should seldom, if ever, be advised for such 
lesions. The same applies to the neck lymph 
glands. The latter appear early and will pro- 
bably be involved in many of the cases when 
first seen. To deal with these by neck dissection, 
even if a very radical operation be done, means 
almost certainly an early recurrence on the 
opposite side, deep in the neck, or in the thorax. 
Radiation is the method of choice here, either in 
the form of x-rays in multiple doses over a 
period of three weeks, to all the involved and 
suspicious areas in the neck, or interstitial radia- 
tion by the exposure of all palpably enlarged 
lymph nodes. Speaking of lymph node metastasis 
in general, Stewart of-the Memorial Hospital is 
of the opinion that the majority are more radio- 
resistant than the primary tumour. 


Summing up, grade one and two lesions, if 
operable, are more suitable for surgery than for 
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radiation. Grade III and IV lesions should not 
be operated on, but treated exclusively by radia- 
tion. This statement should not be taken to 
mean that the outlook in Grade III and IV lesions 
is good. They metastasize so rapidly, that even 
though the primary lesion responds well, a very 
high percentage succumb to distant metastases. 
Grade IV lesions, especially, are almost 100% 
fatal. 


These principles of treatment with reference 
to grade apply to most epidermoid carcinomas, 
wherever encountered. In carcinoma of the 
cervix only is an exception found to the general 
rule. Here radiation has definitely displaced 
surgery, even in the low grade and radio-resistant 
lesions. The technical difficulties and the high 
immediate mortality are reasons which partly 
explain this attitude to the treatment of cervical 
carcinoma. Another equally important factor, 
however, is that of all cases of carcinoma of the 
cervix, 66% are inoperable when first seen and 
therefore, must be treated by radiation only. Of 
course, operable Grade I and II lesions that -fail 
to respond to radiation are given the benefit of 
radical surgery. Grade III and IV lesions should 
invariably be treated by radiation. 


On a recent visit to a large cancer institute, 
one saw four or five cases of hopelessly recurrent 
grade III carcinoma of the cervix, with large 
pelvic masses, in patients who had very recently 
had radical hysterectomies, done elsewhere, in 
what had been judged to be an operable setting. 
All of those were cases that should have done 
well, and had a reasonably good prognosis had 
the significance of the high grade been recog- 
nized. Their radio-sensitivity and early stage 
made them ideal for radiation; their rapidly in- 
vasive tendency distinctly econtra-indicated sur- 
gery. 


In all grades, the heaviest deep-x-ray therapy 
possible should be given to the parametria and 
hypogastric areas in which metastases occur. 


Thus far we have been speaking in general 
terms of epidermoid carcinoma with specific 
illustrations. The grading of adeno-carcinoma 
has a much less important place in determining 
treatment, because in general, adeno-carcinomata 
are less responsive than epidermoid to radiation. 
Then too, with the exception of breast, salivary 
glands, uterus and rectum, adeno-carcinomata are 
generally in situations that do not lend them- 
selves to radiation therapy. Even in the access- 
ible situations mentioned, radical surgery has 
much more to offer the patient than any system 
of radiation than has yet been devised. 


Radiation has a contribution to render, how- 
ever, to the surgery of adeno-carcinomata. All 
grades of adeno-carcinomata should be radiated 
prior to surgical intervention. Certain highly 
malignant tumours of the breast should be re- 
garded entirely as radiation problems because 
of the hopeless inadequacy of surgery in their 


management. One is referring in this connection 
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to inflammatory carcinoma of the breast, carcinoma 
occurring in pregnancy and the rapidly invasive cel- 
lular adeno-carcinoma or medullary carcinoma so 
often seen in young women under forty. The per- 
centage of these cases cured by surgery combined 
with radiation is less than ten per cent. for five years. 


Although as yet no series of these cases treated by. 


radiation alone has come to the writer’s notice, one 
has been greatly impressed by the number of moder- 
ately late favorable results shown at the Memorial 
Hospital, where patients in this group are given in- 
tensive deep x-ray therapy in multiple doses. The 
treatment to the breast is supplemented by a heavy 
sterilizing dose of x-radiation to the pelvis. The lat- 
ter is suggested by the volume of evidence adduced by 
Taylor to show that the stimulus of the ovarian hor- 
mones may be a very important factor in the extreme 
virulence of the types of carcinoma mentioned above. 


To conclude, leaving the impression that choice of 
treatment of malignant lesions depends only on grad- 
ing would be fallacious. Certain factors, which are 
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mentioned below, make the response to radiation un- 
satisfactory even if the tumour be a high grade lesion. 


1. Stage of lesion. 


Obviously a very advanced lesion with metastases 
beyond the reach of surgery calls for palliative radia- 
tion therapy only. On the other hand an early lesion 
that can be completely and widely excised may call 
for surgical treatment; if it is a grade III or IV 
lesion however small, radiation therapy should always 
be the method of choice. 


2. Condition of vascular system. 


Old age, arterior-sclerosis and leutic vascular dis- 
ease are all facters which make radiation therapy un- 
satisfactory, and should over-balance consideration of 
the grade of the tumour in one’s choice of treatment. 
Their presence leads to sloughing, delayed healing, 
hemorrhage and sepsis. The vascular response is 
inadequate and a tumour that in a patient with a 
normal vascular system would be definitely radio- 
sensitive, may not be destroyed by an average lethal 
dose of radiation. 


3. Anaemia. 


An anaemic patient does not react well to radia- 
tion, so that this factor, if possible, should be over- 
come before radiation therapy is resorted to. If the 
tumour is of intermediate grade, the anaemia would 
influence one’s choice of treatment in the direction 
of surgery rather than radiation. 


4. Local sepsis. 


This has a very detrimental effect on the response 
of the tumour to radiation, and should, if possible, be 
eliminated before treatment is begun. A tumour in 
an infected cavity of intermediate grade should be 
dealt with by surgery in preference to radiation. 


5. Situation of lesion. 


Lesions situated in scar tissue resulting from 
attempt at excision or from previous radiation are 
radio-resistant, and had best be treated by surgery. 
On the other hand lesions in certain situations, not- 
ably floor of mouth, pharynx and base of tongue are 
generally radio-sensitive, and are suitable for radio- 
therapy irrespective of the grade. 


One would also point out that there is an inherent 
radiosensitivity or resistance in all grades of tum- 
ours depending on the tissue of origin. All normal 
tissues can be grouped in a descending scale of radio- 
sensitivity beginning with lymphoid tissue and ending 
with nerve tissue. The first is the most radiosensi- 
tive tissue in the body, the latter the most resistant. 
Hence one would expect any tumour originating in 
lymphoid tissue to be radiosensitive, and any tumour 
originating in nerve tissue, even if of a high grade, 
to be relatively radioresistant. 


Below are listed two groups of tumours classified 
according to their radioresistance or their radio- 
sensitivity. 


1. RADIORESISTANT TUMOURS: 


Neurofibrosarcoma. Melanoma. 
Osteogenic sarcoma. Hypernephroma. 
Fibrosarcoma. Chondroma. 
True teratoma. Lipoma. 
Parts of parotid Fibroma. 
tumours. Fibroids. 
2. RADIOSENSITIVE TUMOURS: 
Thymoma. Carcinoma thyroid 
Lympho sarcoma. ° foetal. 


Hodgkin’s disease. Chorion epithelioma. 
Ewing’s tumour of Lymph-epithelioma. 
bone. Transitional-celled 

Seminoma testes. carcinoma. 
Wilm’s tumour of Rodent ulcer, un- 


kidney. treated. 
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A summary of the contents of some of the 
journals available for practitioners, submitted by 
the Faculty of Medicine of the University of 
Manitoba. Compiled by T. E. B.Sc., 
M.D. (Man.), F.R.C.S. (Edin.). 


“THE PRACTITIONER”—August, 1934. 


‘“‘The Surgical Aspects of Heart Disease’’ — by 
Gerald Slot, M.D., M.R.C.P. 


‘‘Diathermy in the Treatment of Diseased Ton- 
sils’’—by J. H. Lumsden, M.B., Ch.B. 


“THE EDINBURGH MEDICAL JOURNAL” 
August, 1934. 


‘‘The Problem of Stuttering: The Present Posi- 
tion’’—by George Seth, M.A., Ph.D., Univer- 
sity Psychological Clinie for Childhood and 
Juveniles, Edinburgh. 


“THE CANADIAN MEDICAL ASSOCIATION 
JOURNAL’’—August, 1934. 


‘‘The President’s Address to the Canadian Med- 
ical Association’? — by J. 8S. McKachern, 
Calgary. 


‘‘Growth, Innocent and Malignant’’—by William 
Boyd, M.D., F.R.C.P. (Lond.), Winnipeg. 


‘*Staphylocoececus Antitoxie Serum in the Treat- 
ment of Acute Staphylococcal Infections and 
Toxeemias’’— by C. E. Dolman, M.B., B.S., 
M.R.C.P., Connaught Laboratories, Toronto. 


—The third article in this series on serum treatment 
of staphylococeus infections. 


‘*Riedel’s Struma, with a Report of Seven 
Cases’’—by David Eisen, M.D., M.Se. (Med.), 
Toronto. 


‘‘The Relationship between Riedel’s Struma and 
Struma Lymphomatosa (Hashimoto)’’ — by 
David Eisen, M.D., Toronto. 


‘“‘The Medico-Chirurgical Aspects of Genito- 
Urinary Tuberculosis’? — by J. Louis Wise- 
man, M.Se., M.D., Winnipeg. 


‘‘Tubereulosis an Insidious Disease’’—by D. A. 
Stewart, M.D., LL.D., and E. L. Ross, M.D. 


~-Analysis of 100 consecutive case histories of men 35 
years of age or over. 


‘‘The Early Diagnosis of Cancer in the Bladder, 
Prostate and Kidney’’ — by James C. Me- 
Lelland, F.R.C.S. (C.), Toronto. 


—The twelfth article in ‘‘The Early Diagnosis of Can- 
cer” series. 


‘“‘Some Clinical Features of Complete Heart- 
Block’’—by Keith Gordon, Montreal. 


‘‘Notes on One Hundred Obstetrical Cases in 
Rural Practice’’—by A. F. McKenzie, M.D., 
Monkton, Ont. 

“THE JOURNAL OF THE AMERICAN MEDICAL 
ASSOCIATION’ —August 11, 1934. 
‘‘Treatment of Emphysema’’—by Jonathan Mea- 
kins, M.D., and Ronald V. Christie, M.D., 

Montreal. 


‘*Present Endocrine Diagnosis and Therapy’’—a 
critical analysis based on hormone studies in 
the female — by Robert T. Franke, M.D., 
Morris A. Goldberger, M.D., and Frank Spiel- 
man, M.D., New York. 


—An extensive paper with results of treatment in a 
large number of cases. 


“THE NEW ENGLAND JOURNAL OF MEDICINE” 
August 9th, 1934. 
The Massachusetts Medical Society—Section on 
Tuberculosis. 


The following papers are in this section: 


‘‘Svmptoms as a Measurement of Tuberculous 
Activity’’—by Harvey S. Wagner, M.D. 


‘*Physical Signs as a Measure of Activity in Pul- 
monary Tuberculosis’’—by Frank H. Hunt, 
M.D. 


‘“‘The X-ray in the Measurement of Activity in 
Pulmonary Tuberculosis’’— by Olin 8. Pet- 
tingill, M.D. 

‘“‘An Analysis of the Quantitative Tubercular 
Test as an Index of Tuberculous Activity ’’— 


by Theodore L. Badger, M.D., and Walter K. 
Myers, M.D. 


‘*The Leucoeyte Picture as an Aid in the Measure- 
ment of Activity in Pulmonary Tuberculosis’’ 

‘‘The Monocyte-Lymphocyte Ratio as a Measure- 
ment of Activity in Pulmonary Tuberculosis” 
—by G. L. Muller, M.D. 


‘*Phenobarbital Poisoning’? — by Bernard P. 
Hanbrick, M.D. 


‘*Bone Tumors’’—Report of Two Cases of Benign 
Giant Cell Tumors— by Herbert L. Taylor, 
M.D. 

+ ¢ ¢ ¢ 


BOOKS MISSING FROM LIBRARY 


The Librarian requests the return of the fol- 
lowing books which are missing from the Board 
Room in the Library :— 


Bennett: The pathology and treatment of pulmonary 
tuberculosis, 1853. 


Graves: Clinical lectures, 2nd Amer. edition, 1842. 
Macilwain: Memoirs of John Abernethy, 1853. 
Mumford: A narrative of medicine in America, 1903. 
Ogle: The Harveian oration, 1880, 1881. 


Pringle: Observations on the diseases of the army in 
camp and garrison, 1810. 


Stokes: . . . .Diseases of the chest. Part 1, 1837. 
Watson: The medical profession in ancient times. 1855. 


It is also requested that the doctor who bor- 
rowed from Dr. William Boyd the ‘‘Journal of 
Pathology and Bacteriology’’, Part 1, 1932, 
should notify the Library. 

The Librarian is very anxious to discover the 
whereabouts of these books and would appreciate 
your prompt attention. 
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MONDAY, SEPTEMBER 10th 


9.00 to 10.30 a.m............. Registration at Medical College. 

10.30 to 12.00 a.m............. Clinieal Pathological Conference — ‘‘Jaundice.’’ 
Dr. C. R. Gilmour and Dr. Wm. Boyd. 

12.30 to 2.00 p.m............. Luncheon at Royal Alexandra Hotel. 


Speaker — Dr. E. 8. Moorhead, ‘‘History in the Making.”’ 

Dr. J. S. MeEacheran, President Canadian Medical Association. 
2.00 to 5.00 p.m............ Symposium on Upper Right Abdominal Pain. 

Dr. D. C. Balfour, Mayo Clinic, Rochester. 

Dr. B. R. Kirklin, Mayo Clinic, Rochester. 

Dr. Chas. Hunter, Winnipeg. 

Dr. B. J. Brandson, Winnipeg. 

Dr. L. J. Carter, Brandon. 


JE | nrc Dinner — auspices of Medical Alumni Association — Royal Alexandra Hotel. 
Guest Speaker — Dr. Louis B. Wilson, Chairman, Mayo Foundation, 
Rochester: ‘‘Present Day Defects in Medical 
Edueation.’’ 
Introduction of the new Professor of Surgery by Dean Mathers. 
Resolution re. Alumni Association. 


TUESDAY, SEPTEMBER 11th 


9.00 to 9.45 a.m............. ‘‘The Modern Treatment of Prostatic Hypertrophy’’—Dr. H. D. Morse, Wpg. 
Discussion by Dr. A. C. Abbott, Winnipeg. 
9.45 to 10.30 a.m............. ‘*Squint’’—Dr. C. M. Clare, Winnipeg. 
Discussion by Dr. P. G. Bell, Winnipeg. 
10.30 to 11.15 a.m............. ‘‘Imaginary Heart Disease’’—Dr. J. M. McEachern, Winnipeg. 
Discussion by Dr. H. D. Kitchen, Winnipeg. 
11.15 to 12.00 a.m............. ‘“‘The Elbow Joint and Some of Its Troubles’’—Dr. A. Gibson, Winnipeg. 
Discussion by Dr. A. A. Murray, Winnipeg. 
12.30 to 2.00 p.m............. Luncheon at Royal Alexandra Hotel. 
Presidential Address — Dr. J. C. MeMillan. 
Followed by Annual Meeting. 
Other Speakers: Dr. T. C. Routley, General Secretary, Canadian Med- 
ical Assn., and Dr. J. C. Gillie, President Ontario Medical Assn. 
3.00 to 3.45 p.m............. *‘Chronie Arthritis’’-—Dr. F. T. Cadham, Winnipeg. 
Diseussion by Dr. A. P. MacKinnon, Winnipeg. 
3.45 to 4.30 p.m............. ‘*‘Disseminated Sclerosis’’-—Dr. A. T. Mathers, Winnipeg. 
Diseussion by Dr. G. L. Adamson, Winnipeg. 
4.30 to 5.30 p.m............. Question Box. 
TI Wiis Annual Dinner and Dance (Bridge) — Royal Alexandra Hotel. 


WEDNESDAY, SEPTEMBER 12th 


9.00 to 9.45 a.m............. ‘Carcinoma of the Lungs’’—Dr. Lennox G. Bell, Winnipeg. 
Discussion by Dr. E. L. Ross, Ninette Sanatorium. 

9.45 to 10.30 a.m............ ‘‘Appendicitis in Infaney and Childhood’’—Dr. J. D. MeEachern, Winnipeg. 
Diseussion by Dr. O. J. Day, Winnipeg. 

10.30 to 11.15 a.m............ ‘‘Oeciput Posterior Position’’—Dr. J. D. McQueen, Winnipeg. 
Diseussion by Dr. Ross Mitchell, Winnipeg. 

11.15 to 12.00 a.m............. ‘‘Latent Syphilis’’—Dr. 8S. C. Peterson, Winnipeg. 
Discussion by Dr. W. George Brock, Winnipeg. 

Annual Golf Tournament. 


To Those Wishing to Golf—We would ask you to kindly specify same when registering, so that lists 
ean be turned over to the Convener, Dr. A. J. Swan, and foursomes and 
handicaps arranged. 


MONDAY, SEPTEMBER 10th 
Afternoon Tea at 115 Hertford Boulevard, from four to six o’clock. 


LADIES’ | TUESDAY, SEPTEMBER 11th 
PROGRAMME The Wives of the Retiring Executive will be guests of Mrs. Currie McMillan at 
Luncheon, at the Motor Country Club, at 1.00 p.m. a 
Annual Dinner and Dance, Royal Alexandra Hotel, at 7.00 p.m. Bridge tables will 
\ be available, in charge of Mrs. R. Rennie Swan. 
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THE ANNUAL MEETING 


Dear Doctor :— 


On the following pages you will find the 
programme for the Annual Meeting of the Asso- 
ciation to be held September 10th, 11th and 12th. 
We have an exceptionally fine programme this 
year, and are certain that everyone who has the 
opportunity to attend will find many things of 
value and interest. The Scientific Meeting will 
be held at the Medical College, Theatre ‘‘A’’, 
while the luncheons and dinners will take place 
at the Royal Alexandra Hotel. 


We know that the Ladies’ Committee have 
also prepared a very entertaining programme for 
the ladies, and are very desirous to have you 
bring your wife to take part in the social fune- 
tions. We trust you will find it possible to do so. 


We also wish to stress the importance of being 
present at the Luncheon on Monday, the 10th, 
at which Dr. Moorhead will speak on the progress 
being made in medical economies in the Province 
of Manitoba. 


Hoping to see you personally when you 
register, I am, 


Yours faithfully, 


J. Currre McMILan, 
President. 


TO THE LADIES :— 


We earnestly hope that you will find it con- 
venient to be present with your husband at the 
Annual Meeting, and that you will not fail to 
either register in person or have your husband 
register for you on the morning of the 10th. We 
are certain that you will spend a very enjoyable 
three days with us. 


On a previous page you will find our pro- 


‘gramme. On the afternoon of the 10th we are 


having a tea at 115 Hertford Boulevard, from 
four to six, to which you are cordially invited. 
It is not necessary, of course, to mention the 
Annual Dinner and Dance to be held on the 11th. 
This year we are to have the pleasure of quite 
a distinguished list of invited guests, and we are 
sure this will make the event most enjoyable. 
Bridge, golf and motor drives will be arranged 
for those interested. 


Be sure to come, for we know that the com- 
mittee can fill every moment of your time. 


Yours very sincerely, 


Mrs, CurrteE McMILLan, 
Convener of the Ladies’ Committee. 


REPORT FROM CHAIRMAN OF COMMITTEE 
ON SOCIOLOGY OF THE MANITOBA 
MEDICAL ASSOCIATION 


By E. MoorHEAD 


Need of Information on Conditions 
in Rural Manitoba. 


HE Committee on Sociology of the Manitoba 

Medical Association is uninformed as to med- 
ical relief affairs in rural Manitoba. Information 
oeeasionally is provided that a rural council has 
agreed to the terms offered by the doctor. This 
usually comes from a councillor, in the course of 
conversation, but rarely if ever from the doctor 
concerned. Whether five or fifty municipalities 
have agreed to pay their doctor would be of 
considerable importance to the committee, but it 
is a regrettable fact founded on experience that 
writing to rural practitioners for information 
produces relatively few replies. The Committee 
on Sociology cannot make any further move 
towards bringing pressure to bear on recalcitrant 
municipalities until they can study the situation 
in the whole province; and they know very little 
about rural medical affairs at this moment. 
Whether information can be supplied through the 
district medical society, or through an apprecia- 
tion of its necessity by the individual practitioner, 
is a matter that the committee cannot decide. 
The practitioners of Greater Winnipeg have 
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learned the value of an immediate response to 
circulars, questionnaires, ete., and it is not un- 
common to get from 30% to 40% of replies re- 
ceived within the first twenty-four hours. One 
feels that the rural practitioner, who has closed 
a contract with his municipality, regards it as his 
own personal affair. He fails to appreciate that 
the knowledge that a certain number of munici- 
palities are treating their doctors fairly will be 
of the greatest assistance to doctors whose mun- 
icipal councillors are wavering or declining to 
mittee on Sociology is endeavoring to assist 
country doctors, but if the latter are not pre- 
pared to give a reasonable amount of assistance, 
little progress will be made. 


Public Wards and Out-Patient Departments 
of Winnipeg Hospitals Put on 
Consulting Basis. 


One of the most important events recently is 
the acceptance, by the governing bodies of the 
hospitals of Greater Winnipeg, of restrictions in 
the use of out-patient departments to those en- 
titled to the services of practitioners specially 
skilled in the diagnosis and treatment of the 
more important diseases. The admission to out- 
patient departments of large numbers of people 
suffering from trivial ailments was responsible 
in the past for the difficulty in getting energetic 
and ambitious young doctors to accept out- 
patient appointments. Few who have served in 
these will forget the drudgery, when they were 
driven all the time by the thought of the num- 
bers still to be seen before the day’s duty was 
finished. For a trial period of two months, ad- 
missions to out-patient departments will be 
through the medium of a private practitioner’s 
letter. The members of the honorary staffs will 
thus be insured against the individual who de- 
cides that he ean bring every trifling ailment to 
be “put through the clinic,” and those who, while 
able to pay a modest fee, prefer to get treatment 
free of cost from the taxpayer and the honorary 
staff. It is not to be supposed that everybody 
will be refused who does not bring a private 
practitioner’s letter. Hardships might easily be 
created, and the profession severely criticized. 
If the members of the honorary staffs insist on 
the production of a letter or a satisfactory ex- 
planation of its absence, and if the private prac- 
titioner will assist even at the cost of time and 
trouble to himself, then both groups will have 
the satisfaction of knowing that out-patient de- 
partments will be restricted in future to their 
proper functions: (1) the diagnosis and treat- 
ment of difficult cases, (2) the portal for admis- 
sion to the wards of cases requiring further study 
or treatment which cannot be given in out-patient 
departments, and (3) those people whose econ- 
omic conditions do not permit of the employment 
of a private practitioner even at a modest fee. 


Further Difficulties with the 
Winnipeg City Council. 

The notice served on the medical profession 
by the City of Winnipeg that, failing the assump- 


tion of financial responsibility for medical relief 
by Dominion and Province, fees would be reduced 
by two-thirds, will result in a return to the 
difficult situation which existed before February, 
1934. Two outstanding facts have emerged in 
the last year, both subjects for congratulation. 
The doctors of Greater Winnipeg have shown a 
solidarity and a loyalty to the interests of the 
whole group as distinguished from their own, 
which many members of the profession had pre- 
viously scouted. The standing of the profession, 
from the viewpoint of the lay man, has risen 
tremendously. It is not long since the term 
“medical racket” was used pretty freely with 
regard to the proposed medical relief plan. The 
taxpayer has recently been told in the public 
press that the medical profession itself protected 
him against exploitation and abuse. Official and 
representative members of civic and municipal 
organizations have stated repeatedly that the 
doctors have given them a square deal. To judge 
by the absence of complaints from patients, doc- 
tors are supplying to their relief patients the 
same type of service which they give to their 
private patients. Whatever happens in the 
future, the doctors of Greater Winnipeg have 
created for themselves a reputation for honesty 
of purpose, which will endure for a long time. 
What complaints there have been were due to 
the inability of the representatives of the tax- 
payer to provide a complete medical service, and 
that difficulty may be overcome in the future. 
In the meantime, medical relief affairs are once 
more in the melting pot, and the Committee on 
Sociology is going through a difficult period of 
negotiation with the representatives of the City 
Council. 


This note, accompanying a bill for ninety 
dollars, came before the Medical Advisory Board 
at its last meeting. The doctor is a well known 
specialist ; the patient, who is on relief, had been 
under his treatment for some months, was cured, 
and is now looking for work. 


“Re 


“T feel that in regard to this man the Board 
has dealt kindly both with myself and with him. 
I would be glad to contribute this month’s work 
without question of payment.” 


M.D. 


Notice 


CANCER RELIEF AND RESEARCH INSTITUTE 
TISSUE DIAGNOSTIC SERVICE 


Physicians are reminded that the Cancer Relief 
and Research Institute furnishes a tissue diagnostic 
service. Specimens of tissue for pathological examin- 
ations should be forwarded to: D. Nicholson, M.D., 
M.R.C.P., Cancer Relief and Research Institute, 
Medical College, Winnipeg. 


AssociaATION REVIEW 


INSURANCE AND PUBLIC HEALTH * 
By 


HuGH H. F.I.A., F.A.S., F.S.S. 
Consulting Actuary and Statistician, Toronto 


N order to obtain a clear picture of the relation 

between the various kinds of insurance on the 
one hand, and the condition and control of public 
health on the other, it will perhaps be of assist- 
ance if we go.back a little into history, examine 
briefly the methods which have been developed 
hitherto, and then consider, in the light of that 
experience, some of the proposals which are in 
the minds of men to-day. 


THe Earty History oF PopuLATION DaTA 
AND INSURANCE 


Statistical enquiries of the most elementary 
character concerning the numbers of the people 
are known to have been carried out for military 


and taxation purposes in Babylonia, China, and © 


Egypt between about 4000 B.C. and 2500 B.C., 
while quinquennial enumerations were undertaken 
by the Romans from about 435 B.C. until A.D. 
410. The Falecidian law of Rome, which prohib- 
ited a testator from bequeathing more than three- 
quarters of his property away from his legally 
constituted heirs, also gave rise to certain primi- 
tive tables of annuity values or expectations of 
life in the days of the Praetorian Praefect Ulpian 
and the jurisconsult ASmilius Macer about the 
third century of our era. The earliest history of 
a procedure somewhat analogous to that of mod- 
ern insurance may similarly be traced in the de- 
velopment of commercial enterprise amongst the 
Greeks and Romans, which promoted a desire for 
protection against the hazards of the sea in re- 
spect of ships, their cargoes, and their crews. 


The evolution of marine insurance, and later 
of life and sickness insurance was, however, very 
gradual. The particular statistical procedure 
necessary for the measurement of the contingen- 
cies of human life did not begin to make its 
appearance until about two and a half or three 
centuries ago, when a systematic enumeration of 
the people of Quebec, or La Nouvelle France as 
it was then called, first revived the latent interest 
in population figures, and Dr. Halley, of comet 
fame, subsequently produced the first mortality 
table based on deaths in the city of Breslau, Ger- 
many, in 1693 — some thirty years after John 
Graunt’s ‘‘Natural and Political Observations 
upon the Bills of Mortality of London’’ had fore- 
shadowed the possibility of utilizing tabulations 
of that kind. 


An intimate relationship was thus established 
at a very early date between the technical basis 
of insurance against the contingencies of human 
life and the mortality and sickness statistics of 


*Presented at the Ontario Conference of the Ontario Health 
Officers’ Association, the Canadian Public Health Association 
and the Ontario Medical Association, Toronto, May 29, 1934. 
Published by the kind permission of Mr. Wolfenden and the 
Editorial Board of the Canadian Public Health Journal. 
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the general population. The mortality investiga- 
tions of M. de Parcieux in France in 1746, and 
the publications of the famous Rev. Dr. Richard 
Price, author of the ‘‘Northampton Table’’, a 
few years later, very naturally attracted medical 
men to this interesting field of research. We 
consequently find Dr. John Heysham giving great 
attention to sanitary matters in Carlisle for nearly 
sixty years before the accession of Queen Vic- 
toria, with the result that the ‘‘Carlisle Table’’ 
of mortality was based upon his observations by 
Joshua Milne, actuary of the Sun Life Office, 
London, in 1815, and thereafter the extensive and 
valuable investigations of Dr. William Farr in- 
augurated the compilation of that long series of 
‘‘English Life Tables’? which have contributed 
so signally to the development of both life insur- 
ance and public health statistics. 


THe Earty RELATIONSHIPS OF ACTUARIES AND 
MEDICAL OFFICERS OF HEALTH 


In the life insurance companies the actuaries 
—so named because they were charged with the 
keeping of registers of the risks incurred, just as 
the word ‘‘actuarius’’ had long been used to 
designate the registrar of a court of law—ac- 
cordingly have been associated for upwards of 
one hundred and seventy years with the work of 
medical officers of health—for the first mention 
of an ‘‘actuary”’ to a life office occurs in the Deed 
of Settlement of the Equitable Society in 1762, 
when the rates of premium were founded origin- 
ally on the London Bills of Mortality, and later 
on the Northampton Table. Over all those years 
the investigations of the actuaries and the health 
officers have been in large measure complement- 
ary, while both have been closely associated with 
the medical and dental professions and with the 
ancillary services afforded by the hospitals, boards 
of health, and other public and private organiza- 
tions. 


The close association of these groups has 
grown by reason of a natural development. 
Whereas the premiums at which the first life 
insurance contracts were issued were based on 
the probabilities of life derived from statistics 
of the general population and compiled by the 
census officials, the registrars of births, deaths, 
and marriages, and the medical officers of health, 
it soon became apparent that the medical exam- 
ination of those applying for insurance resulted 
in the elimination of the obviously impaired lives, 
with consequent marked improvement in the mor- 
tality, especially in the first few years, exhibited 
by those who succeeded in passing the medical 
examination. Life insurance medical examina- 
tions have thus emphasized the importance of an 
extensive technique for the detection of incipient 
and existing impairments, while the actuarial 
tabulation and analysis of the resulting data have 
enabled the actuaries and medical directors to 
assess within close limits not only the mortality 
to be anticipated amongst first class, or ‘‘select’’, 
lives, but also amongst those ‘‘sub-standard”’ lives 
in whom impairments are discovered. The mathe- 
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matical and statistical processes required for 
these actuarial analyses have likewise been de- 
veloped to a high degree, until now the medical 
officer of health utilizes many of the actuary’s 
methods and results in planning and testing his 
own measures of public health administration 
and control, and in comparing the rates of sick- 
ness and mortality of the general population with 
those of the insurance organizations. A similar 
actuarial technique has been developed with re- 
spect to sickness and disability insurance, while 
the other important contingencies of human life 
—namely, birth, marriage, and unemployment— 
are also now dealt with by comparable methods. 


THE DEVELOPMENT OF SUPPORT FOR PUBLIC HEALTH 
MEasuRES BY INSURANCE COMPANIES 


It will be apparent at once that over this 
long period a very extensive body of data and 
much practical experience have been accumu- 
lated. The actuaries of the existing insurance 
organizations are vitally concerned not only in 
the measurement and control of sickness and 
mortality amongst the members of their own 
societies, but also in the development and exten- 
sion of measures for the general betterment of 
public health. Insurance executives have there- 
fore in this country lent very considerable sup- 
port to the Canadian Medical Association in the 
dissemination of articles on health, to the Can- 
adian Dental Hygiene Council in its work of 
dental education in co-operation with the De- 
partments of Health and Edueation of the Pro- 
vineial Governments, and to the Canadian Coun- 
eil on Child and Family Welfare in the distribu- 
tion of pre-natal and post-natal information. 
Free periodic health examinations have also been 
made available, while individual companies have 
published valuable articles and have sponsored 
lectures on health matters. An extensive anti- 
tuberculosis campaign in the Maritime Provinces, 
moreover, was commenced some years ago, and 
has resulted in a most valuable enlargement of 
the facilities for treatment with a consequent 
significant reduction in the death rate from 
tuberculosis. 


THE SPECIAL CHARACTERISTICS OF HEALTH 
(oR SICKNESS) INSURANCE 


The desire of life insurance executives and 
actuaries to support public health measures of 
this kind is, of course, founded also upon their 
knowledge of ‘the significance and operation of 
sickness (or health) insurance. 


Voluntary societies for insurance against 
financial loss resulting from sickness existed in 
Europe centuries ago, and legislation with the 
dual object of fostering their growth and con- 
trolling their administration has been developed 
in a high degree over the last 140 years. Detailed 
analyses of the statistics of these funds have 
shown conclusively that the rate of sickness is a 
function of many different factors. It depends 
on age, on sex, on personal and family history, 


on marital condition, on occupation, on locality 
of domicile, on economic status, on the relation 
of earnings when well to benefits when sick, and 
markedly on all those almost immeasurable fac- 
tors which manifest themselves in the tendencies 


- of human beings to shift their burdens of re- 


sponsibilities and exploit the other man’s ability 
to pay. 


The extensive experiences of these voluntary 
societies have emphasized very clearly certain 
features of great importance in the administra- 
tion of any plan for alleviating the costs of sick- 
ness, whether the plan be real insurance or not, 
and whether it be voluntary or compulsory. A 
true insurance plan, of course, implies simply the 
co-operative association of a large number of in- 
dividuals, who agree to share amongst themselves 
the burdens arising from the occurrence of a par- 
ticular contingency (in this case sickness) by 
payment of the necessary contributions into a 
common fund; and it is fundamental that the 
group of individuals must be reasonably homo- 
geneous, that the risks must be predictable within 
certain obviously narrow limits, and that the 
claims must be absolutely provable — for other- 
wise it would clearly be impossible to calculate 
the necessary rates of contribution and to control 
the payment of the benefits. 


The original sickness funds of Europe, of 
which the friendly societies of Great Britain are 
well known to many who have knowledge of the 
fraternals of this continent, were supported en- 
tirely by the voluntary payments of the mem- 
bers themselves, and a wholesome realization of 
individual and collective responsibility was en- 
haneed by ceremonial procedure and by mutual 
supervision, or fines, or even ultimate expulsion 
in order to prevent malingering. When govern- 
ments, about 50 years ago, began to show an 
interest in the general problem of the care and 
financial support of the sick, it was therefore 


both natural and proper that they should recog-. - 


nize the advantages of utilizing the vast experi- 
ence and organization of those voluntary funds. 
It was true then, and it is true to-day, that, as 
the Royal Commission on Unemployment Insur- 
ance in Great Britain has recently pointed out 
so well, ‘‘no action which can be taken by a 
central authority can fully replace the diffused 
initiative of individual workers’’. It is equally 
true that the self-reliance of the individual, and 
likewise of co-operative groups, may be seriously 
impaired or even wholly destroyed by the intro- 
duction of the all-powerful agency of government 
unless the greatest care is taken to preserve not 
merely the semblance but the reality of personal 
responsibility. Furthermore, it must be remem- 
bered that a voluntary insurance fund is unques- 
tionably one of the best possible examples of an 
entirely co-operative enterprise—a ‘‘socialized’’ 
entity, if that modern phrase be preferred — in 
which, however, it is again important to reeall 
that the ultimate responsibility is the concern 
always of the members themselves and cannot be 
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shifted to the shoulders of other persons or the 
State. 


The manner in which European health insur- 
ance has thus been founded on the previously 
existing voluntary organizations is indicative of 
a realization that it may not always prove by 
any means a good solution to assume that the 
co-operative type of organization known as gov- 
ernment, with its opportunities for a shifting of 
costs, can with advantage perform functions 
which have been found impracticable by smaller 
co-operative groups which cannot shift their 
costs. It is largely for these reasons that the 
state-aided health insurance schemes of Europe 
have followed closely most of the practices of 
the previously existing voluntary funds, with the 
objects of eliminating trivial claims and control- 
ling payments or services by careful certification, 
inspection and independent verification in every 
ease. In Germany, Great Britain, and twenty- 
two other countries a form of compulsory state 
health insurance has been adopted with the close 
co-operation of those institutions, while a num- 
ber of other nations—notably Belgium, Sweden, 
Switzerland, and especially Denmark—have en- 
couraged the extension of the voluntary plans by 
the granting of state subsidies. Although in 
these many schemes there are, of course, consider- 
able variations, the general provisions show some 
uniformity in that the class of beneficiaries is 
confined to employees earning wages below a 
certain level, that the employers, the employees, 
and the State usually contribute weekly, in cer- 
tain fixed proportions, either flat contributions or 
percentages of wages, and that the benefits in 
most eases consist of cash payments (after a 
certain waiting period) during temporary sick- 
ness (for a period such as 26 weeks or a year) 
and also during permanent disablement, together 
with medical benefits — including medical and 
sometimes dental treatment, drugs, etc.—mater- 
nity benefits, special arrangements for hospital- 
ization, and in some systems funeral benefits. 


It is notable that these health insurance plans 
cover only special classes of employees with earn- 
ings below a certain level. In consequence, they 
generally assist only certain sections of the com- 
munity; and they do so, in fact, by shifting the 
burdens largely from the individual to his em- 
ployer and to the general taxpayer, rather than, 
as is often claimed, by the real insurance prin- 
ciple of shifting the burden from the individual 
to a homogeneous group of his own fellow-mem- 
bers without external aid. They have illustrated, 
moreover, the great importance of separating the 
comparatively uniform cash benefits—which, with 
profer safeguards, can be placed on an insurance 
basis—from the widely varying medical, dental, 
and other services in kind—which always must 
depend mainly on the practitioner’s judgment 
and the individual’s psychology, neither of which 
can be reduced to a Procrustean standard. They 
have also shown most clearly the desirability of 
enlisting at an early stage the technical experi- 


ence not only of the medical and dental profes- 
sions in formulating the provisions of the plans, 
but also of the actuaries and insurance managers 
who must in any scheme be responsible for the 
initial estimates of cost and the subsequent 
financial administration. 


HEALTH INSURANCE EsTIMATES IN CANADA 


In connection with this matter of financial 
cost it must be observed that in some quarters in 
Canada it does not seem always to be realized 
that the rate of sickness for which payment may 
have to be provided under these schemes is extra- 
ordinarily sensitive to the relationships begween 
the claimant, the certifying physician, and the 
financial administrator, and that it is unfortun- 
ately only too true that alleged sicknesses are not 
always terminated as rapidly as possible when 
financial or other benefits can be obtained 
through their continuance. Insufficient allowance 
is often made for the fact—so well known to 
actuaries — that it is almost entirely useless to 
rely on estimates from European data, or statis- 
ties of Workmen’s Compensation Boards or mere 
‘*sickness surveys’’, without very careful actuar- 
ial adjustments for the special and often wholly 
different characteristics of the portion of the 
Canadian population for which the estimates are 
required. Moreover, it is dangerous to ignore 
the effects of the gradual ageing of our popula- 
tions, for, especially in the West, our age distri- 
bution is still that of a young community which 
in future years will mature with a consequent 
large increase in total costs for incapacity and 
illness. It may perhaps be appropriate to point 
out that the seriously increasing cost of the 
present Dominion-Provincial old age pension sys- 
tem could have been foretold by any qualified 
actuary if the opinion of an actuary had ever 
been sought. Similarly, the provincial health in- 
surance schemes proposed in British Columbia 
two years ago and now suggested by a Provincial 
Commission in Alberta have been based on statis- 
tical data of very doubtful applicability, without 
the necessary actuarial formulae and adjust- 
ments, in consequence of which the estimates, 
although they are called ‘‘actuarial’’, have in 
fact been reached by methods to which no quali- 
fied actuary could subscribe. 


THE RELATIONSHIP OF HEALTH INSURANCE TO A 
COMPREHENSIVE PusBLic HEALTH PROGRAMME 


Impartial consideration of governmental 
‘‘health insurance’’ of the European type raises 
immediately a most important question, namely, 
the relationship between such plans and a really 
comprehensive public health programme, and 
especially the suitability of both to conditions in 
Canada to-day. 


Because those ‘‘health insuranee’’ plans are, 
in fact, simply a method of alleviating the conse- 
quences of illness in respect only of certain 
groups, by means of a form of government sub- 
sidies and supervision which shifts costs without 
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reducing them, there are most convincing reas- 
ons for concluding — notwithstanding many ex- 
travagant claims to the contrary—that they have 
not contributed significantly to the development 
of preventive public health measures, nor have 
they resulted either in any demonstrable better- 
ment of the general sickness and mortality rates 
of the communities which they serve, or in any 
real improvement in medical attention or redue- 
tion in its cost. 


For these reasons it seems desirable to re- 
examine briefly the whole problem without pre- 
conceived notions of what the best solution may 
ultimately prove to be. 


In approaching tentatively such a re-examina- 
tion, I should like to state at once that I am not 
one of those who believe that our entire economic 
and sociological structure can be improved or 
re-built only by the adoption of measures which 
aim primarily at the destruction of existing in- 
stitutions. Nor do I believe that the multitudin- 
ous complexities of modern civilization, or even 
of primitive existence, can be reduced and ordered 
within the confines of a simple formula, or that 
they can be solved by the mere invention of a 
simple phrase. 


‘‘Health insurance’’ and ‘‘state medicine’’ are 
extremely simple phrases. But it is very doubt- 
ful whether the increasing number of the public 
who use such terms to-day have any adequate 
conception of their real meaning, of their cap- 
acities and limitations, and, above all, of their 
far-reaching implications. It must be suggested, 
indeed, that of themselves these simply named 
but actually complicated methods cannot solve 
the multitude of intricate and highly technical 
problems involved in the proposition that ade- 
quate medical care should be available for all 
the people, all the time, at an absolute minimum 
of cost. It may be that, by a gradual process of 
evolution, they can be made to serve as a founda- 
tion method, on which once more, as now, would 
have to be reared a structure of regulations and 
diverse procedures fitted to the variations of 
modern economic society; they cannot succeed. 
however, unless they can secure the whole-hearted 
and voluntary co-operation of the patients who 
are—or may be—ill, of the medical men who 
minister to them, and of the financial adminis- 
trators whose duty it must be to examine the 
medical certifications and manage the disbursing 
of the funds. 


If we are to embark upon wider plans of 
health control, it is therefore well to remember, 
first of all, that ‘‘health insurance’’ is a method 
of alleviating sickness after it has occurred, that 
many interpretations of the term ‘‘state medi- 
cine’’ follow the same approach, and that ordin- 
arily the European plans cover only certain 
groups of wage-earners by a device which shifts 
a large proportion of the cost of illness to the 
employer or the state, regardless of the fact that 
in the majority of cases there is no clear justi- 
fieation for this shifting of responsibilities. 
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THE PLAcE AND IMPORTANCE OF PREVENTIVE 
MEASURES 


If our economic system is to be permitted to 
remain in such a form that individual responsi- 


_ bility will still count for something, these meth- 


ods, merely as methods of alleviation, undoubted- 
ly will still command attention, if for no other 
reason than that it is logical to permit the indi- 
vidual who becomes sick, often largely through 
faulty living, to take at least some of the re- 
sponsibility of getting himself well. But if indi- 
vidual responsibility is to be more and more 
subordinated, and if it is to be considered, in the 
modern phraseology, ‘‘unsocial’’ to exercise still 
some individual and unregimented intelligence, 
it will become more and more inevitably logical 
to begin at the beginning of the problem rather 
than at the end, and to frame our community be- 
haviour so that the major emphasis will be laid 
upon prevention rather than on cure, and upon 
a clearer conception of the ‘‘minimum obliga- 
tions’’ to which the citizen will have to subscribe. 


At the present time our social philosophy is, 
to a large extent, seeking to cure those who fall 
ill, by methods which will shift the costs to other 
people, while at the same time our preventive 
measures, good though they are, have in reality 
not yet been fully organized, and in some re- 
spects they exhibit little co-ordination between 
the preventive and curative agencies. Viewing 
the whole problem in this light as a form of social 
“planning’’—to use again a term descriptive of 
one of our ill-defined modern concepts — our 
thinking would proceed (1) from birth (which is 
at present almost wholly uncontrolled), through 
(2) the school years (where there is some con- 
trol), to (8) adult life (when control is notably 
absent, and during which the supposedly intelli- 
gent adult is perfectly free to impair his health 
in any way he chooses), until we come to (4) 
serious illness (when it is proposed, by some 
advocates of advanced forms of national health 
insurance and state medicine, that the whole 
community must step in and organize relief). It 
would seem logical to concentrate a little more 
attention on the earlier portions of this sequence 
of events. It seems remarkable that we contem- 
plate so seriously the alleviation of illness, while 
we neglect even such fundamental and element- 
ary measures as periodic health examinations 
and comprehensive sickness registration. In thus 
ignoring these two essential measures of control, 
we are in effect permitting people to become ill 
individually, through misfortune, or ignorance, 
or earelessness, but when they have succeeded in 
becoming ill it is then said to be the responsi- 
bility of the whole community to cure them. It 
may be suggested, with much justification, that if 
people are to be allowed to become ill individu- 
ally, the responsibility for eure should be indi- 
vidual, but that if the whole group is to be held 
responsible for illness, then the whole ‘group 
should have some considerable control over the 
manner in which the illnesses arise. 
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For this reason it appears that a publie health 
programme might well include at least periodic 
health examinations and sickness registration as 
essential and universal measures, that supple- 
mentary provisions for more effective boards of 
health, laboratories, etc., might be included, and 
that a more highly organized campaign of educa- 
tion, control, and supervision might be under- 
taken to keep people well. Then, after the organ- 
izations in that enlarged public health programme 
had been thoroughly developed and co-ordinated, 
it would be much more logical to consider the 
establishment of ‘‘health insurance’’ to alleviate 
the economic burdens of the residual sickness 
whieh the public health programme would be 
unable to prevent. 


oF HEALTH INSURANCE IN AN ENLARGED 
Pusiic HEALTH PROGRAMME 


It is quite certain that health insurance in 
such circumstances, even if it should contemplate 
eash benefits as well as benefits in kind, would 
eost far less than under present conditions, for 
there undoubtedly would be an increased con- 
sciousness of the value of a certain irreducible 
minimum of health supervision, and a significant 
reduction in the rate of sickness; and ‘‘health 
insurance’’ in those circumstances would be far 
easier to control, while there would be a better 
justification for shifting perhaps some portion of 
the cost from the individual to the whole com- 
munity. Such a programme, moreover, would 
throw open all the facilities of the plan to all 
the people, whereas the present concept of 
‘‘health insurance’’ is in reality nothing but 
legislation for the benefit of a special class, large- 
ly at the expense of other groups in the com- 
munity. 


The evolution of a plan of ‘‘health insurance’’ 
to regularize the cost of medical care, in con- 
junction with such an enlarged programme for 
the control of preventable sickness, would of 
course still require the greatest co-operation be- 
tween the public health officers, the medical and 
dental professions, and the actuary. Fundamen- 
tally, whether the approach were to be made 
through ‘‘county health units’’, or the ‘‘munici- 
pal doctor’’ system, or the ‘‘medical guild”’ idea, 
or through any of the various other devices for 
placing health services upon a group or com- 
munity basis with the object of regularizing the 
cost, and whether or not cash benefits during 
sickness were to be combined with benefits in 
kind, the basic estimates of cost would all require 
the most careful expert preparation, and the 
subsequent financial administration would in- 
volve the systematized collection and disburse- 
ment of enormous sums. Whether the inevitable 
regularization of payments, which must follow 
upon such widespread regularization of services, 
would be beneficial in the largest sense to the 
medical profession and to the public is a question 
involving many difficult problems of ethics and 
even economies. It seems desirable to realize at 
onee, however, that such measures, ‘if carried too 
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far, and if inaugurated without very careful 
provisions to ensure elasticity as well as control, 
must result in adding yet one more inflexible pro- 
posal to that long list of inflexibilities and pro- 
hibitions throughout the world which, coupled 
with increasing interference with the natural 
operation of automatic correctives, are rapidly 
throttling the exercise of individual judgment 
and initiative. 


CONCLUSION 


It therefore seems to me that the present and 
the future relationship of methods of insurance 
to the condition and the care of public health 
must take cognizance of the following important 
features: 


Firstly, the history and actuarial experience 
of the voluntary sickness funds of many countries 
over a long period of years constitute an invalu- 
able guide not only to the anticipated cost of 
any plan but also to the regulations and pre- 
cautions which must be taken to control the cost 
and to prevent malingering — although the esti- 
mates, provisions, and administration must be 
based on expert knowledge and co-operation, 
with due regard for the special characteristics 
and largely different conditions of the population 
of this country. 


Secondly, the ‘‘health insurance’’ plans of 
other countries provide a strictly limited form 
of coverage for certain classes only, by an arbi- 
trary division and shifting of the costs—although 
again they offer much valuable material, already 
analyzed at length by actuaries, for the compari- 
son of the actual costs of the original voluntary 
plans with the apparent and actual costs and 
effects of government supported schemes. 


Thirdly, the creation of a more adequate—- 
even a compulsory—system of public health edu- 
cation, treatment, and control, for all the people 
rather than for certain classes only, would in- 
volve, first, the enlargement of the preventive 
programme, including the regularization of ser- 
vices and payments, and a greater consciousness 
of the ‘‘minimum obligations’’ on the part of 
every citizen. As a secondary measure, ‘‘health 
insurance’’, providing benefits in kind for allevi- 
ating the costs of services, through ‘‘medical 
guilds’’ or similar co-operative groups, and/or 
benefits in cash in respect of the financial losses 
occasioned by illness through sickness insurance 
societies, would then be more generally prac- 
ticable and economical. 


Fourthly, whether the medical organization be 
founded upon medical guilds, health units, mun- 
icipal doctors, clinics, panels, or other groups, 
and whether the financial estimates and super- 
vision be entrusted to existing co-operative insur- 
ance groups or to other managers with experience 
in the collection and disbursement of sickness 
funds, it will be essential to utilize in detail and 
with care the actuarial experience of the several 
tvpes of comparable funds both here and abroad. 
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Because of the importance of these features, 
but without attempting to predict or even to 
suggest that these possible developments will 
come about, I am sure that I may offer not only 
to the medical officers of health throughout this 
country, but also to the medical and dental pro- 
fessions and other groups concerned, the whole- 
hearted and disinterested co-operation of the 
actuarial profession, in the belief that the prac- 
tical knowledge of all those groups will prove to 
be here, as it has proved to be in Europe, abso- 
lutely essential to the evolution of a workable 
scheme free from opportunities for exploitation. 


COLLEGE OF PHYSICIANS AND SURGEONS 
OF MANITOBA 


A meeting of the Executive Committee of the 
Council of the College of Physicians and Surgeons 
of Manitoba was held Tuesday, July 24th, 1934, 
at 5.00 o’clock p.m., in the office of the Registrar, 
605 Medical Arts Building, Winnipeg. 


Members present were: Dr. James Pullar 
(Chairman), Dr. W. G. Campbell, Dr. Chas. A. 
MacKenzie, Dr. W. H. Rennie, Dr. D. G. Ross 
and Dr. Wm. Turnbull. 


The business of the meeting was as follows: 


1. Question of Nominations and 
Elections to the Council. 


(a) Question Whether Retired Men are 
Eligible to Vote. 

There are a few members of the College, who 
have retired from their practice, and have dis- 
continued the payment of Annual Fees. The 
Registrar was desirous to ascertain whether these 
individuals were entitled to election privileges. 


The Executive Committee were of the opinion 
that these practitioners did not fulfill the require- 
ments as set out in the Medical Act. 


(b) Question Whether Honorary Life Members 
are Eligible to Vote. 


There have been up to date, Twenty-One en- 
listed as Life Members of the College of Physi- 
cians and Surgeons of Manitoba, under the reso- 
lution of Oetober 11th, 1933. Dr. Campbell in- 
quired if these persons are entitled to election 
privileges. 


The Executive Committee decided that these 
individuals were entitled to all the privileges of 
election. 


(c) Appointment of a Scrutineer. 


At the Annual Meeting in October, 1933, Drs. 
Davidson and Kobrinsky were appointed Scrut- 
ineers. Dr. Davidson having resigned from the 
Medical Faculty, Dr. C. W. Burns was appointed 
as their representative to the Council of the 
College of Physicians and Surgeons. It will 


therefore be necessary to appoint a Scrutineer. 
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Moved by Dr. Turnbull and seconded by Dr. 
Ross: That Dr. C. W. Burns be appointed as 
Serutineer in the place of Dr. Davidson. —Carried. 


(d) Question of Notifying Members of the 
Amount of Fees before Nomination 
Papers are Sent Out. 

Dr. Campbell reported the accounts for An- 
nual Fees were sent out on July Ist, 1934, and 
asked the Committee if they considered it advis- 
able to send further notices before the Nomina- 
tion Papers are forwarded. 


The Committee considered that an article 
should be inserted in the Manitoba Medical Review 
stating that if a member has not paid his Annual 
Fees, including 1934, he is not entitled for Nom- 
ination, to nominate, second, or vote in the 
Elections, and through this medium it would 
reach every practitioner in the Province. It was 
the opinion that if a member paid in the mean- 
time, it would be his duty to notify the members 
in his constituency that he was now eligible, and 
a Voting Paper would be sent to him. (This was 
published in the August issue of the Manitoba 
Medical Review). 


2. Question of Issuing Life Membership 
Certificates to those who are already 
Life Members by virtue 
of Overseas Services. 


The Registrar advised that a few of the mem- 
bers, who are Life Members by virtue of Overseas 
Services, now qualify for Life Membership under 
the resolution of October 11th, 1933, and re- 


‘quested the advice of the Committee before 


issuing certificates. 


Moved by Dr. Rennie, seconded by Dr. Turn- 
bull: That certificates should be issued to all 
practitioners who qualify under the resolution of 
October 11th, 1933. | —Carried. 


8. Re. Arrears of Annual Fees. 


At the Special Meeting of the Council, April 
27th, 1934, the Registrar was instructed to give 
all members in arrears of Annual Fees two ~ 
months’ notice, and then refer the names and 
amounts to the Executive Committee. Dr. Camp- 
bell reported that his instructions had been duly 
executed. 


The Committee decided not to take any 
action at the present time. 


4. Re. Circular of the Doctor’s Registry. 


A cireular sent out by the Doctor’s Registry 
was read to the members of the Committee. 


The Committee were of the opinion, that any 
member of the profession allowing his name to 
be so cireularized might be guilty of unprofes- 
sional conduct under Section 43 of the Medical 
Act, and that he is certainly contravening 
Chapter B. Article 1, Section 3, of the Code of 
Ethies as prescribed by the Canadian Medical 
Association. 


Moved by Dr. Rennie, seconded by Dr. Mac- 
Kenzie: That the letter received from the Doc- 
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tor’s Registry by members of the profession be 
printed in the Manitoba Medical Review, with the 
comment of the Executive Committee on its un- 
ethical character. —Carried. 


“DOCTOR’S REGISTRY” 
May 17th, 1934. 


Bldg 


Winnipeg, Manitoba. 
Dear Sir: 


When every professional and business man is 
experiencing sub-normal conditions, it is time for 
more intensive methods of promotion. Every possible 
avenue for the securing of new business, and for 
holding the present clientele must be explored. Every 
means for effecting economies, consistent with the 
maintenance of efficiency, must be utilized. 


As a member of the DOCTOR’S REGISTRY your 
name will be in a preferred position for presentation 
to prospective patients. 


To obviate delays on the part of industrial firms 
calling one doctor after another, in times of accidents, 
we are putting up in their offices over two hundred 
six by nine cards, reading as follows: 


“DOCTOR’S REGISTRY 


If unable to locate your Physician, Sur- 
geon, or Specialist, or in case of Accident 
or Emergency call 


DOCTOR’S REGISTRY 
Phone 42 309 — Day or Night.” 


Since showing a display advertisement similar to 
this in the Classified Section of the Telephone Direc- 
tory, our emergency business has materially increased. 
Every day we have extra calls, such as 


—Please send us the nearest doctor. 


—Who would you recommend as a good sur- 
geon, a good maternity man, a heart special- 
ist, a child specialist, a skin specialist or a 
specialist along various lines? 


—We are strangers in the City, would you 
please recommend us a good family doctor? 


We recommend our members in consecutive order, 
and when non-members are asked for, our reply in- 
variably is “Our records do not show any information 
” Several members say they don’t 
want any new business, but they like the assurance 
that at no time will any of their patients be unable 
to locate them. The Doctor’s Registry is an addi- 
tional office worker always on duty. 


With vacation season just upon us, many doctors 
have their residence phone labelled to the Doctor’s 
Registry — then they can golf, or go where they like, 
knowing that no calls have been lost because their 
families are out of the city. 


For this comprehensive service rendered by an 
organization with a background of thirteen years’ 
experience in Winnipeg behind it, the fee is $25.00 
per year, a very nominal charge for continuous 24- 
hour service. New lists must be submitted to the 


telephone company prior to MAY 22nd—so YOU 
— = now! For further information please call 
Very truly yours, 
DOCTOR’S REGISTRY.” 
LMF/I. 


5. Re. Annual Meeting. 


Moved by Dr. Ross, seconded by Dr. Turn- 
bull: That the Annual Meeting of the Council 
of the College of Physicians and Surgeons of 
Manitoba be held at 2.00 o’clock p.m. on the 
second Wednesday of October, 1934. -Carried. 


6. Re. Programme for Open Meeting. 

The Executive Committee did now know what 
subjects could be placed on this programme, 
therefore the following motion was passed: 


Moved by Dr. Rennie, seconded by Dr. Mac- 
Kenzie: That the motion re. an Open Meeting of 
the College of Physicians and Surgeons be re- 
scinded, and that no meeting be held, unless some 
unforeseen business arises. —Carried. 


7. Adjournment. 
The meeting then adjourned. 


The Winnipeg Drug Co. 
LIMITED 
Prescription Specialists 


Agents for 


Phone 
21-621 


—Mulford’s Biologicals 


—Nicholson’s Vaccines 


| —Cutter’s Vaccines 


—Cutter’s Poison Ivy Serum (Hypoder- 
mic) 
—Cutter’s Poison Ivy Extract (Oral) 


We Specialize in Prescription Work 
and Stock the Most Recent Drugs 
and Medicinal Specialities. 


MAIL ORDERS PROMPTLY EXECUTED. 
FREE MESSENGER SERVICE. 


LIMITED 


| The Winnipeg Drug Co. 


‘407 PORTAGE AVENUE, at Kennedy St. 


| 
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NEWS ITEMS 


TYPHOID CARRIERS: Possibility of contamination 
of milk, water and food supplies by typhoid bacilli is 
an ever present menace; so eternal vigilance is still 
the price of safety. Every one now realizes that it 
is not the known, frankly ill patient who supplies this 
danger; he can readily be hedged about by protective 
measures; the menace lies with the unknown carrier, 
who is usually wholly unaware of his condition. 


The typhoid carrier may be defined as a person 
showing no clinical evidence of the disease and in 
whose urine or feces typhoid bacilli are found by an 
approved laboratory. So, too, the assumption is 
justified that a person is a carrier when epidemiologi- 
cal evidence points to him as the source of one or 
more cases of typhoid fever. 


When a carrier has been found, all other members 
of the household except those who have had typhoid 
fever should be vaccinated against the disease, and no 
carrier should be permitted to prepare or handle any 
food or drink to be consumed by persons other than 
members of his or her own household. Members of 
the household should be instructed that the feces and 
urine of the carrier should be disposed of in such a 
manner that they will not endanger any water supply 
or be accessible to flies. 


A carrier should not be permitted to engage in 
the occupation of cook, waiter, nurse or nursemaid, 
or in any occupation involving the handling of milk, 
cream, milk products or utensils used in the produc- 
tion thereof, or to conduct or be employed in a 
restaurant, hotel, or boarding house. 


It is not an easy matter to find chronic carriers, 
more especially those who give no history of having 
had typhoid fever, but suspicion can always rest 
heavily on any person who has had the disease. 


“About 33 per cent. of cases continue to discharge 
typhoid bacilli for three weeks after the onset of the 
disease, and about 11 per cent. for eight to ten weeks; 
these are known as convalescent carriers. From 2 to 
4 per cent. of all cases continue to discharge typhoid 
bacilli indefinitely; these are chronic or permanent 
carriers. Typhoid bacilli are found occasionally in 
the stools of some persons without a clinical history 
of having had the disease; these are passive carriers, 
also called healthy or normal carriers, and are very 
rare. 


“Women outnumber men as carriers about four 
to one. About 80 per cent. of all chronic carriers and 
about 60 per cent. of temporary carriers are females. 
Women are more subject to inflammation of the gall- 
bladder and to gall-stones, and it is now well under- 
stood that typhoid bacilli localize and maintain them- 
selves in the gall-bladder and bile ducts, which are the 
chief sources of the typhoid bacilli found in fecal 
carriers. Children are less subject to gall-bladder 
disease, and therefore seldom become carriers. The 
significance of these facts is of importance in looking 
for carriers, special attention being given to women 
who have or have had symptoms, however slight, in 
connection with the gall-bladder or liver. The re- 
markable tendency of women to become carriers is 
particularly hazardous when we bear in mind their 
yey association with the handling and preparation 
of food. 


“Typhoid carriers are either fecal or urinary, or 
both; the former is more frequent than the latter, 
and apparently also more dangerous; that is, most 
outbreaks of typhoid fever traced to carriers turn 
out to be individuals who discharge typhoid bacilli 
in the feces rather than in the urine. 


“It seems that some carriers are more dangerous 
than others. This is due partly to personal habits, 


Department of Health and Public Welfare 


“of typhoid bacilli.” 


THe MEpIcaL 


partly to opportunity to infect food and drink, and 
partly to the virulence and number of the organisms. 
Further, carriers are quite irregular in the elimination 
—/(Rosenau). 


In Upstate’ New York the number of known 
chronic typhoid and paratyphoid carriers has increased 
in the ten year period January Ist, 1924, to Decem- 
ber 31st, 1933, from 96 to 307. During this period 
306 carriers were discovered; distributed as to age 
and sex as follows: 


TABLE No. I. 
Age at time 
of discovery Total Male Female 
Total 306 99 207 
10 - 8 4 4 
20 - 39 19 q 12 
30 -— 39 43 16 27 
40 -— 49 57 20 37 
50 — 59 74 19 55 
60 — 69 69 26 43 
70 -— 79 26 4 22 
80 - 89 3 1 2 
90 — 99 1 a 1 
3 3 


Of these 306 carriers, 68 per cent. were discovered 
through epidemiological investigation of isolated cases 
or outbreaks of typhoid fever; 25 per cent. through 
the routine examination of specimens for the release 
of typhoid fever patients. Since November Ist, 1929, 
when the submission of release specimens was re- 
quired, the proportion of carriers discovered by this 
means has risen about 50 per cent. During a three 
year period, from 1930—1932 inclusive, 1682 cases 
of typhoid fever occurred in Upstate New York, and 
of these 2.1 per cent. became chronic carriers. 


Many Departments of Public Health have regula- 
tions not only to govern the release of cases from 
observation, but also controlling the discovered car- 
riers. An effort in this direction is being made in 
the Province of Manitoba. The cases here show no 
tendency to decrease during the past six years (see 
Table No. II.), and while the small villages and rural 
areas of the Province have always reported the most 
cases there is a tendency for them to show an in- 
crease in this proportion during the last few years. 


TABLE No. II. 


PERCENTAGE DISTRIBUTION OF TYPHOID CASES 


MANITOBA 1928 - 1933 


Year Winnipeg Water Areas Water Areas com. Cases 


1928_____.22.5% 33.7% 43.8% 100 80 
1929 ____.25.6 19.2 55.2 100 +8109 
1930_____. 6.8 17.2 76. 100 87 
1931__...15.9 29.5 55.1 100 149 
1932... 8.5 17. 74.5 100 
9.5 26.1 64.4 100 §=126 


The proven chronic carriers in Manitoba are two 
in number, discovered only after they had caused 
several cases of Typhoid. More numerous are the 
individuals indicated as carriers by epidemiological 
evidence. The convalescent carrier has also been 
responsible for numerous cases. 


Carriers are always potentially dangerous, but be- 
come increasingly so when linked with indifferent 
personal hygiene and inadequate sanitary surround- 
ings. 

The complete control of these individuals is almost 
impossible, but material assistance can be given in 
that direction by making every possible effort to 
determine that typhoid cases are not excreting typhoid 
bacilli when released from isolation or supervision. 


—C. R. D. 
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Communicable Diseases Report- 
ed — Urban and Rural — July, 
1934. Occurring in the Munici- 
palities of :— 


Measles: Total 301—Winnipeg 74, 
Unorganized 48, Russell T. 41, 
Rosser 21, St. James 16, Rapid 
City 12, Shell River 11, Wood- 
lands 10, Brandon 8, Lawrence 
8, Shellmouth 7, Strathclair 7, 
Fort Garry 5, St. Vital 5, Ste. 
Anne 4, Bifrost 3, Miniota 8B, 
Russell R. 3, Kildonan East 2, 
Roland 2, Carman 1, Daly 1, 
Gimli T. 1, Gimli R. 1, Han- 
over 1, Langford 1, Minto 1, 
Silver Creek 1, St. Boniface 1, 
Tuxedo 1. (Late reported, 
April: St. Boniface 1). 


Chickenpox: Total 113 — Winni- 
peg 54, Strathclair 11, Fort 
Garry 7, Silver Creek 3, Boul- 
ton 2, Brandon 2, St. Andrews 
2, St. James 2, Oak Lake T. 1, 
Roland 1, Rosedale 1, Souris 1, 
Ste. Anne 1, St. Boniface 1, 
St. Vital 1, Woodlands 1. (Late 
reported, June: Cornwallis 15, 
Oakland 7). 


Scarlet Fever: Total 95—Winni- 
peg 40, Unorganized 23, Thomp- 
son 7, Gimli R. 4, Harrison 4, 
Brooklands 3, Fort Garry 3, 
Roland 2, Rosser 2, Coldwell 1, 
Kildonan East 1, Morton 1, St. 
Vital 1, Transcona 1, Virden 1. 
(Late reported, April: Swan 
River R. 1). 


Diphtheria: Total 20 — Winnipeg 
16, Unorganized 3. (Late re- 
ported, June: Carman 1). 


Influenza: Total 13 — (Late re- 
ported, April: Arthur 2, Kil- 
donan East 1, Minitonas 1, 
Mossy River 1, Portage R. 1, 
Shoal Lake R. 1, Strathclair 1, 
Ste. Anne 1, St. Paul W. 1, 
The Pas 1, Unorganized 1, 
Whitemouth 1). 


Tuberculosis: Total 10—-Winnipeg 
5, Brandon 1, Elton 1, Kildo- 
nan East 1, Pembina 1, Portage 
4. 


Whooping Cough: Total 10 — 
Springfield 4, Rockwood 1, Win- 
nipeg 1. (Late reported, April: 
Hanover 1, Norfolk N. 1, Rose- 
dale 1, Westbourne 1). 


Diphtheria Carriers: Total 8 — 
Winnipeg 7, Brooklands 1. 


Erysipelas: Total 5 — Brandon 2, 
Winnipeg 2, St. Boniface 1. 


Typhoid Fever: Total 4—Brandon 
1, Flin Flon 1, Mossy River 1. 
(Late reported, May: St. Paul 
East 1). 


Cerebrospinal Meningitis: Total 2 
—Cartier 1. (Late reported, 


March: Portage R. 1). 


Mumps: Total 2 — Saskatchewan 
1, Winnipeg 1. 


Lethargic Encephalitis: Total 1— 
reported, April: Portage 
» 


Gonorrhoea: Total 107. 
Syphilis: Total 35. 


Deaths from All Causes in 
Manitoba — for the Month of 
May, 1934:— 


URBAN—Pneumonia (all forms) 
31, Cancer 25, Tuberculosis 20, 
Measles 2, Influenza 1, Typhoid 
Fever 1, other causes under one 
year, not included elsewhere 
15, all other causes 139, Still- 
births 23. Total 257. 
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RURAL — Cancer 29, Pneumonia 
(all forms) 27, Tuberculosis 
17, Lethareic Encephalitis 1, 
Typhoid Fever 1, Erysipelas 1, 
other causes under one year, 
not included elsewhere 31, all 
other causes 142, Stillbirths 16. 
Total 265. 


INDIANS—tTuberculosis 10, 
Whooping Cough 8, Pneumonia 
(all forms) 7, Influenza 1, 
other causes under one year, 
not included elsewhere 2, all 
other causes 5. Total 33. 


PUBLIC HEALTH 
BIOLOGICAL PRODUCTS 


Diphtheria Antitoxin* 
Diphtheria Toxin for Schick Test* 
Diphtheria Toxoid (Anatoxine-Ramon)* 
Scarlet Fever Antitoxin* 
Scarlet Fever Toxin for Dick Test* 
Scarlet Fever Toxin* 
Tetanus Antitoxin* 


Anti-Meningococcus Serum* 
Anti-Pneumococcus Serum (Type 1) 
Anti-Anthrax Serum 


Normal Horse Serum 


Smallpox Vaccine* 
Typhoid Vaccine* 
Typhoid-Paratyphoid Vaccine* 
Pertussis Vaccine 
Rabies Vaccine (Semple Method) * 


INSULIN* and LIVER EXTRACT 


CONNAUGHT LABORATORIES 
University of Toronto 


TORONTO 5 


Depot for Manitoba 
BRATHWAITES LIMITED, WINNIPEG 


* For use in the Province of Manitoba, products marked with an asterisk (+) 
in the above list are available to physicians and hospitals free of charge, 
upon application to the Provincial Department of Health and Public Welfare. 
This provision, in the case of Insulin, extends only to supplies of the product 
required by patients unable to pay therefor. 
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News --- Notes --- Correspondence 


Tue Manrrosa MEpIcaL 


WORKMEN’S COMPENSATION BOARD 


MEDICAL REFEREE BOARD 


Medical practitioners are reminded that any 
eases of difficulty or disagreement with the Work- 
men’s Compensation Board may be referred to 
the Medical Referee Board for investigation. This 
board was appointed early in the year, following 
negotiations between the Manitoba Medical Asso- 
ciation and the Workmen’s Compensation Board. 
Both medical practitioners and the Compensation 
Board may refer cases in dispute to the Referee 
Board for investigation. Any practitioner who 
wishes to refer a case in dispute to the Referee 
Board should write to the Manitoba Medical 
Association, 101 Medical Arts Building, Winni- 
peg, setting out the facts of the case, and the 
matter will be turned over to the Referee Board 
for investigation. 


APPOINTMENTS TO THE HONORARY 
ATTENDING STAFF OF WINNIPEG 
GENERAL HOSPITAL 


Assistants in Medicine: 
F. A. L. Mathewson, M.D., B.Sc. (Man.). 
C. H. A. Walton, M.D. (Man.). 
G. C. Stevens, M.D. (Man.). 


Assistant in Obstetrics: 


Elinor F. E. Black, M.D. (Man.). 


Assistant in Gynaecology: 


Blake H. Watson, M.D. (Man.), M.C.O.G. 


Physicians’ and Dentists’ 
Liability Rates 


Annual 
Premium 
Named Assured $15.00 
Each Assistant— 

Qualified Practitioner $10.00 

Not Qualified Practitioners, in- 
cluding Nurses -.............. $ 5.00 

X-Ray Specialists — undertaking diag- 
nosis only $20.00 


Assistants—Including Nurses 5.00 


Limits—$ 5,000.00 any one case. 
$15,000.00 all cases in policy year. 


The Dominion of Canada 


General Insurance Company 
507 LINDSAY BUILDING 
WINNIPEG - MAN. 


OBITUARY 


DR. J. A. MacARTHUR 


HERE will be but one feeling—that of uni- 

versal regret—among the readers of the Re- 
view at the news of the passing of Dr. J. A. 
MacArthur. For fifty years he practised medicine 
in Winnipeg and during that time he was active 
in everything that tended to the welfare of the 
community. Alike in medical, sporting, political, 
social and cultural interests he was a leader. The 
nickname ‘‘Dad’’ MacArthur testifies to the posi- 
tion he held among the medical fraternity. 


Born in the County of Middlesex, Ontario, 
July 31st, 1848, he was educated in the public 
schools and the Middlesex Seminary and gradu- 
ated in medicine in 1875 from MeGill University. 
He first practised at Clinton, Iowa, and came to 
Winnipeg in 1884 and soon established a large 
practice. When the Northern Pacific Railway 
entered Manitoba he became its surgeon and re- 
mained so until the Company’s holdings in Mani- 
toba were taken over by the Provincial Govern- 
ment. He served on the staffs of both the Win- 
nipeg General and St. Boniface hospitals and at 
the time of his death was an honorary consulting 
physician to each hospital. For many years he 
was a member of the Faculty of the Manitoba 
Medical College and lectured on Medical Juris- 
prudence and Toxicology, Mental diseases and 
Diseases of Children. 


He was president of the Winnipeg Medico- 
Chirurgical and vice-president of the Canadian 
Medical Association and was president for many 
years of the Winnipeg Lacrosse Club and the 
Dominion Temperance Alliance, St. Andrew’s 
Society, Clan Stewart and the Playgoers’ Society. 
Throughout his life he was a convinced low 
tariff Liberal, served as president of the Winni- 
peg Liberal Association, and in 1903 and 1907 
contested the Centre Winnipeg seat of the Mani- 
toba Legislature against the late T. W. Taylor. 


Two of the tragedies of his life were the 
sudden death of his wife at sea in 1902, and the 
death at an early age of his favorite nephew, 
Dr. Campbell MacArthur. Mrs. MacArthur, who 
came from a distinguished Southern family, was 
a noted artist. 


On the death of Dr. Carseallen, Dr. Mae- 
Arthur was appointed by the Norris Government 
in 1916 physician to the Provincial Gaol, and 
served in that capacity till his death. His mem- 
ory will be cherished as a capable physician, a 
good citizen and a thorough gentleman. 


R. B. M. 
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~The following is an interesting 
commentary on some conditions 
of medical practice in the United 
States of America. 


THE MODERN PHYSICIAN 
SURVEYS THE ECONOMIC 
CHANGES 


Editor, Public Forum: 


Today the age old and vener- 
able profession is confronted by 
myriads of problems and changes 
in economics. Many physicians 
are now faced with a new trend 
in economic pressure that has been 
brought about by the telephone, 
automobile, radio and the indus- 
trial age with complicated machin- 
ery. The world-wide depression 
has so wounded the standard of 
living of the doctor that it will 
take many years to heal. 


Some of the existing conditions 
which have undermined the doc- 
tor’s income at present are as 
follows: Private business corpor- 
ations use as their keyword to the 
doctor, when solicited, that their 
products are only advertised to 
the practicing physician. After 
the commercial products have 
been popularized through the 
medical man’s prescriptions, the 
promises of these money making 
corporations are forgotten. Sub- 
sequently, these companies begin 
advertising campaigns over the 
radios and, by a series of adver- 
tisements in all sorts of periodi- 
cals, never forget to mention that 
the medical profession encourages 
its use. The city physician has 
developed a poor habit of writing 
patent medicines because it helps 
him to save time by not having to 
calculate the dosage of all the 
ingredients. Patients, however, 
rapidly lose confidence in such 
practices and soon they learn to 
ask for such medications over the 
counter of the drug store. Then 
we have the unscrupulous adver- 
tisers over the radios through 
which channels much incorrect in- 
formation is given to the public 
by quacks who either run their 
own clinics or are highly paid by 
commercial enterprises. 


The physician, as a rule volun- 
teers without charge to treat de- 
serving poor patients in dispen- 
saries, but the hospitals, however, 
do not have adequate social ser- 
vice assistance to _ investigate 
those who do not deserve charity. 
Nevertheless, there is unfairness 
on the part of a good number of 
hospitals in not protecting the 
physician’s economic status. 


At times the medical profession 
is exploited by several small pri- 
vate incompetent health insurance 
companies which work on a basis 
of profit. The companies of 


varied sources offer doctors very 
small annual fees and in return 


The Quickest Relief in HAEMORRHOIDS and 
PRURITUS ANAE - is obtained through the applica- 
tion of: 


Ung. Reneglandin Anaesthetic 


Styptic, anaesthetic, non-narcotic. 
Each tube is dispensed with a rectal nozzle. 


OPPENHEIMER SON & CO. Limited 


LONDON, ENGLAND 


Samples upon request to: 


VAN ZANT and COMPANY 


357 College Street Toronto 


Remember Brathwaite’s Tea Room 


FOR LUNCHEON, DINNER or 
e AFTER THEATRE PARTIES. e 


PORTAGE at VAUGHAN (Opp. “The Bay”) 
For Reservations Telephone 23 351. 


BRATHWAITES LTD. 


PORTAGE AVENUE, cor. Vaughan Street 


Manufacturers of 
ALLAYZOL, 
ACARICIDE, 
MOR-CA-MALT, 
ODROX, 
PULMOSOL 


Telephone 21 085 


Agents for 
CONNAUGHT LABORATORIES 
BURROUGHS WELLCOME & CoO. 
DRYCO, etc. 


Prescriptions Delivered to All Parts of the City 
(Our files date back to 1897) 


Sunday Hours: 12 noon to 9 p.m. 
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large numbers of families are at- 
tended by the overworked and 
underpaid poor physician who 
usually does very inferior type of 
work because of the tremendous 
amount of petty responsibilities. 
Also, there are numerous socie- 
ties, lodges and endless benevo- 
lent and fraternal organizations 
which work on the very same 
principles and the helpless doctors 
fall for such insignificant tactics. 
There are numerous other causes 
which limited space does not per- 
= the writer to mention at this 
ime. 


There are various groups and 
cults taking advantage of the 
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doctors’ lack of interest in the 
welfare of the medical profession, 
and so these strings of cults are 
constantly exploiting humans in 
their misery for their financial 
gain. The medical societies are 
weak without the individual phy- 
sician’s interest and understand- 
ing, as there must be concerted 
effort on the part of the medical 
profession to help solve these 
problems rather than allow those 
who are out of the profession to 
dictate what ought to be done. 
—M. Martyn Kafka, M.D. 


—Reprinted from New York Medical 
Week, March 3, 1934. 


macists. 


Prescription Department 


We Employ Only Graduate Phar- 
Highest Quality Drugs 
and Chemicals Used. Every Pre- 
scription Double Checked. 


Doctor’s Phone 21 263 


Direct Line 


Surgical Department 


Equipped with 
Special Fitting Room 


For Trusses, Abdominal Supports 
and Elastic Stockings. We gladly 
extend the use of this Fitting 


Room to the Medical Profession. 


Drug Section, Main Floor Donald. 


£T. EATON 


DINNER TO DR. BRANDSON 


7 surgeons and heads of de- 

partments on the Honorary 
Attending Staff of the Winnipeg 
General Hospital met at dinner in 
the Manitoba Club on the evening 
of August 30th to do honor to 
Dr. B. J. Brandson, B.A., M.D., 
C.M. (Man.), F.R.C.S.(C.) on the 
occasion of his retirement as 
chief surgeon of the Winnipeg 
General Hospital and Professor 
of Surgery in the Faculty of 
Medicine, University of Manitoba. 
Dr. C. W. Burns presided and 
after the toast to the King Dr. 
J. A. Gunn proposed the health 
of Dr. Brandson. In replying 
Dr. Brandson referred to his 
student days in the Manitoba Med- 
ical College when the leading 
spirits were such dominating per- 
sonalities as H. H. Chown, R. J. 
Blanchard and J. R. Jones with 
two younger men rising into pro- 
minence, E. W. Montgomery and 
Gordon Bell. The speaker said 
that the aim of the founders of 
the Medical School had been to 
create a school which would turn 
out good general practitioners. 
That aim had been carried out 
through two generations of teach- 
ers. With the third generation it 
was necessary, if the school is to 
keep its place in the first rank, 
that not only should that function 
be fulfilled but that attention 
should be given to research. Dr. 
Brandson spoke with regret at 
severing his active connection 
with the Winnipeg General Hos- 
pital, which had held the premier 
place in Western Canada. Al- 
though the hospital is passing 
through troublous times he had 


no doubt that it would continue ~ 


to flourish and to render such 
services to the community as 
would enable it to hold its pride 
of place. 


Dr. W. A. Gardner gave one of 
his inimitable French Canadian 
stories. He said that previous 
speakers had stressed Dr. Brand- 
son’s power of brain, while his 
tale would emphasize his powers 
of brawn. 


In the course of the evening 
the announcement was made that 
Dr. Brandson’s successor as Pro- 
fessor of Surgery will be J. A. 
Gunn, C.B., O.B.E., B.A. (Man.), 
M.D. (Man.), F.R.C.S.(C.). 


DINE DOWN TOWN 
EACH SUNDAY AT 


